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1  SUMMARY  

II NN TT RROODDUU CCTT II OONN   

The Letôs Beat Diabetes Benchmark Survey 2006/2007 provided baseline 

statistics for the Letôs Beat Diabetes (LBD) Programme in the Counties 

Manukau DHB (CMDHB) region, against which to assess its relative impact over 

time.  

The large-scale general population survey was designed to track changes in 

knowledge, attitude and behaviours around healthy eating, physical activity, 

diabetes, general health and health literacy and support networks. It also 

provided information to inform LBD programme planning, including its social 

marketing campaign development. 

 

OBJECTIVES  

In 2009 the Letôs Beat Diabetes Tracking Survey was undertaken to: 

¶ Identify shif ts in knowledge, attitude and behaviour during the 2007 -2009 

period 

¶ Identify gaps in knowledge and barriers to change  

¶ Provide evidence of community need and programme impact to leverage 

community, organisational and sector engagement 

¶ Inform the direction a nd development of the Letôs Beat Diabetes programme. 

 

The key areas of questioning covered by the survey were in relation to: 

nutrition, physical activity, diabetes, demographics and how to reach different 

ethnic groups. The majority of questions and wordi ng were maintained from 

2007 in order to achieve consistent and valid results. 

CONTEXT OF CHANGE  

During the 2.5 year interim between the Benchmark and Tracking Survey 

significant work under the Letôs Beat Diabetes Programme umbrella was 

focused into increasing awareness and maintaining or changing attitudes, 

behaviours and opportunities of the population with a particular focus on 

Maaori, Pacific and those living in low socioeconomic areas. More recently 

there has been a specific focus on South Asian populations.  

This included the second phase of the Letôs Beat Diabetes Social Marketing 

campaign which used billboards, adshells, print and radio media and 

community events to bring diabetes into everyday conversations and raise 

knowledge of its causes and complications and how to prevent the condition.  

Promotion and community development activities encouraged better 

awareness of diabetes, and opportunities for improved nutrition and physical 

activity through:  

¶ Funding grassroots organisations  

¶ Providing nutrition and physical activity initiatives through marae, Pacific 
churches and other culturally specific settings 

¶ Promoting healthy eating, healthy action activities through early childhood 
education centres, primary, intermediate and secondary schools, developing 

Breakfast Club guidelines and administering the Nutrition Fund1 

¶ Developing resources for vulnerable families and training programmes for 

frontline NGO staff. 

 

                                                
1
  The Nutrition Fund was available to assist the development of capacity of schools 

and early childhood centres to provide environments that support healthy eating and 
improve nutrition 



 

 6 

Letôs Beat Diabetes has also been involved in a significant multi-sectoral drive 

toward community and home fruit and vegetable gardening, to improve 

access, consumption and activity levels.  These had only experienced one 

growing season of activity prior to the survey.  In addition, CM Active which 

provides opportunities for physical activity  and physical activity workforce 

development across ñhubsò was only just getting started when the tracking 

survey was undertaken. 

A continued focus on Primary Health Care during the period between surveys 

continued with a significant increase in the number  of people participating in 

Self Management, Diabetes Get Checked and Chronic Care Management 

programmes. In addition, there was an ongoing focus on secondary care and 

the primary-secondary care interface; however, while this work is important, it 

is not expected to have had a significant impact on the benchmark tracking 

results. 

 

CONSIDERATIONS  

The 2007 Benchmark Survey was conducted during summer whereas the 2009 

Tracking Survey was undertaken during the winter season. Some changes in 

reported behaviours may be due to seasonal differences. 

The period following the 2007 Benchmark Survey was marked by a deepening 

economic recession globally.  The recession had a notable effect on households 

in high deprivation areas and is also likely to have had some affect on 

opportunities to change behaviour.  

 

FURTHER INFORMATION  

This report presents the findings and some discussion of these.  For further 

consideration of the implications and conclusions, readers should refer to the 

following report available on the LBD website, www.letsbeatdiabetes.co.nz : 

"Let's Beat Diabetes"; Looking Back Moving Forward:  A review of progress 

since 2005 and recommendations for the future , Chad Paraone, Tracey Barron, 

Brandon Orr-Walker, Siniva Sinclair. 

This website, www.letsbeatdiabetes.co.nz, also provides information on the 

LBD programme and information for those who are interested in what can be 

done to reduce the risk of diabetes.  

 

RESEARCH METHODS AND SAMPLE DESCRIPTION  

¶ Because of the importance of retaining consistency the methods were kept 

the same as for the benchmark survey. 

¶ As that survey had not been able to take account of deprivation levels 
(NZDep) when first reported, the data from that survey was re -weighted 

prior to the current survey, so that both surveys were weighted to reflect the 

Counties Manukau DHB population aged 16 years and over in terms of age 
within gender within NZDep within ethnicity 2.  This ensured the data 

provided a good representation of the population being surveyed.  

¶ Interviews were completed with 2,363 persons aged 16 years and over living 

in the Counties Manukau District Health Board region between 25 June and 
23 September, 2009.  The benchmark survey included 2,520 persons and 

was conducted between 31 October 2006 and 8 March 2007. 

¶ The interviewing was undertaken using computer assisted telephone 

interviewing (CATI) and the average interview lasted 23 minutes.  

¶ There was over-sampling of ethnic groups to provide 606 Maaori, 594 Pacific 

people, 642 Asian and 868 persons of Other ethnic groups (people could be 
in more than one ethnic group) in the current survey a nd similar numbers in 

the benchmark survey. 

                                                
2
  Re-weighting means the figures were adjusted using mathematical methods so that 

they reflected the answers that would be expected if the sample matched the 
Counties Manukau population in regards to age, gender, socioeconomic status and 
ethnicity. This takes into account that people may answer questions differently 
because of their background and/or living circumstances. 
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¶ The Pacific sample consisted of (benchmark numbers in brackets):  235 

(295) Samoan people, 135 (173) Tongan people, 146 (186) Cook Island 
Maaori, 56 (62) Niuean people and 57 (58) Other Pacific people.   

¶ Within the Asian category there were:  430 (299) from South Asia, including 
256 (185) from India and 148 (98) Fijian Indians 3; 151 (222) from East Asia, 

including 121 (173) from China4; and 69 (91) from South East Asia5. 

¶ Ethnic group comparisons were based on age standardised data, to remove 
any ethnic differences which were due to some groups having younger 

populations. 

¶ Fifty-eight percent of those interviewed were females.  

¶ Response rates can be expressed in different ways, and for this survey there 
were added challenges in calculating an overall response rate due to the 

boosting samples. This is further discussed in the main section of this paper, 
but in summary the best measure was deemed to be 58 percent weighted 

response rate for those selected from a general sample (others were 
selected from ethnic booster samples); this compares with 55% for the 

previous survey.  

¶ Changes between surveys are reported at both the 95 and 99 percent 
confidence levels, the latter being denoted by an asterix (*) in the 
commentary. 

  

  

KK EEYY   FFII NN DDII NN GGSS    

PERCEPTIONS RELATING TO HEALTHY WEIGHT  

¶ As in the previous survey, people clearly had a good understanding that 

physical activity is an important contributor to having a healthy weight.   

                                                
3
  South Asian also included: Pakistani, Sri Lankan, Bangladeshi, Nepalese, Afghan 

4
  East Asian also included: Korean, Japanese and Taiwanese. 

5
  South East Asian included: Singaporean, Filipino, Indonesian, Cambodian, 

Malaysian, Vietnamese, Thai, Burmese, Laotian 

¶ They also realised that diet is important, but there r emains room for 

improvement in awareness of the various different components of a healthy 
diet. 

¶ Almost two-thirds mentioned eating fruit and/or vegetables, with the level of 
64 percent in the current survey not being significantly different from the 62 

percent in the previous survey.   

¶ There were 61 percent who made comments that have been grouped into a 
general nutrition category, which showed a seven percent increase since the 

benchmark survey*.  The main comments that got included in this category 

were: drink water/ so many glasses per day (15%), eat a balanced diet 
(13%), eat foods high in fibre (10%), eat fish/seafood (9%), have a healthy 

diet (9%).  

¶ Reducing fat was mentioned by just under half (48%), which while being a 

slight increase on the 46 percent in the previous survey, was not a 
significant change. 

¶ There was decreased mention of reducing takeaways/junk food, down by six 
percent to 28 percent.  This decrease was present among Pacific people 

(down 8% to 15%*) and Other ethnic groupings (down 6% to  32%*).  

¶ There was also decreased mention of reducing portion size, down by five 
percent to 27 percent.  Again it was Pacific people (down 9% to 23%*) and 

Other ethnic groupings (down 4% to 31%) who showed significant 

decreases. 

¶ Reducing sugar was mentioned by just under one -in-five (18%), a similar 
level to the 17 percent in the previous survey.  However, Maaori did have 

increased mentions (up 5% to 18%).  

¶ If people believe they or someone close to them is at risk of health problems 
because of being overweight, then it might be expected that they would be 
more motivated to change.  Forty percent were worried that they or 

someone in their family has or may get health problems because of being 

overweight, which was the same as in the benchmark.  Maaori had a m arked 
increase of 15 percent, from 49 percent to 64 percent*.  However, Pacific 

people showed the reverse trend, decreasing by 7 percent to 64 percent*, 
although they remained the most concerned along with Maaori.  

¶ There was a six percent decrease in the proportion who agreed that they 
knew what the recommended weight was for them to be healthy (down to 
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70%).  Maaori (down 7% to 66%*) and Other ethnic groupings (down 8% 

to 70%*) showed the most change.  

¶ There was a significant four percent* decrease in agreement that they knew 
what the recommended body shape was for them to be healthy.  This 

decrease was also evident among the Other ethnic groupings (down 5% to 

70%).  

¶ Those who thought their doctor would say they were obese increased among 
Maaori between surveys (by 8% to 26%*), while the total sample figure 

remained at a similar level to the previous survey (12%).  

¶ The previous survey did not include a BMI measure. This survey included 
self-reported height and weight, and a calculation of BMI based on this 
suggests that a quarter of the sample would be classified as obese, while 

just over another quarter (28%) would be classified as overweight but not 

obese6.   

¶ Calculated obesity rates were highest among the Pacific people where one-
in-two reached a BMI of 30 or over.  The rate was also high for Maaori 

(44%).  

¶ These rates differ from those of the New Zealand Health Survey, which were 
based on actual height and weight measurements. Nationally age-
standardised adult obesity rates were 61% for Pacific peoples and 40% for 

Maaori, while modelled estimates for Counties Manukau, based on the 

population sample from this area (1300 people aged 15+ years), were 78% 
for Pacific and 51% for Maaori. 

Thus self recognition of overweight and obesity is still very limited for t he 

CMDHB population and this has major implications for ongoing awareness 

raising initiatives and programme planning.  

HEALTHY EATING  

¶ There was no statistical change in the proportion who could correctly specify 

five as the minimum recommended servings of fruit and vegetables (47%).  

                                                
6
  As there were eight percent where there was insufficient information provided to 

calculate the BMI, the proportions who were overweight and obese were effectively 
slightly higher.   

 

¶ In interpreting the changes in fruit and vegetable consumption, it must be 

remembered that this is likely to have been affected by the current survey 
being in winter when fruit in particular may be less available, less fresh, le ss 

desirable (wanting more hot foods) and more expensive, plus there was 
evidence that cost was becoming a greater barrier (see later).  

¶ The proportion eating two or more servings of fruit per day decreased (from 
70% to 66%*) and the mean number of servings  decreased from 2.4 to 

2.2*.  

¶ The mean number of servings also decreased for Maaori (down from 2.6 to 

2.3*) and Pacific people (down from 2.6 to 2.2*), although it should be 
noted that both groups had been above average in the previous survey and 

their current figures were similar to the current total sample level.   

¶ The number of vegetable servings remained similar to the previous survey, 

with 40 percent eating three or more per day.  The mean number of servings 
also remained unchanged at 2.2.   

¶ The fact that vegetable consumption did not decrease despite the seasonal 
influences may be an indicator that there has effectively been some 

improvement in this area.   

¶ Just over a quarter (26%) were eating at least two fruit and three vegetable 
servings per day, which did not differ statistically from the previous survey 

(28%).  Pacific people reported a six percent increase (from 11% to 17%*), 

while Other ethnic groupings decreased four percent (to 32%).  

 

Other Eating Behaviours  

¶ The consumption of fizzy or energy drinks was asked as an indicative 
measure of sugar consumption and this showed one of the largest decreases 

recorded between the surveys with a nine percent decrease in having 
consumed in the last seven days (down 9% to 40%*).  Those who were 

drinking also reported drinking on fewer days (down from 3.0 to 2.6*).  

¶ The decrease in the proportion consuming fizzy/energy drinks was 

particularly evident for Pacific people (down 14% to 52%*), and Other 
Asians (down 16% to 26%*), but also for South Asians (down 10%  to 

32%*) and Other ethnic groupings (down 7% to 38%*).  The same groups 
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also showed decreases in the mean number of days they were drinking 

fizzy/energy drinks (based on those who were drinking it).  Pacific people 
decreased from 3.1 to 2.6 days*, South A sians from 3.0 to 2.3*, Other 

ethnic groupings from 3.1 to 2.5* and Other Asians from 2.9 to 2.2.  

¶ This decrease in reported consumption of fizzy drinks is particularly relevant 

given Counties Manukau children had the highest reported rate of frequent 
consumption of fizzy drinks in the New Zealand Health Survey, and this 

behaviour was specifically targeted by Letôs Beat Diabetes activities. 

¶ Eating more than needed remained at the same level as previously, with six 

in every ten reporting having done so in th e last week.  South Asians did 
show a decrease (by 9% to 43%).  The mean number of days on which 

these people had eaten more than they needed also remained at similar 
levels to previously, except for  Maaori who reported an increased number of 

days (up from 3.2 to 3.8*).  

¶ Most people had something to eat for breakfast in the previous seven days 
(93%), which was similar to previously, and they did so on an average of 6.2 
days per week (up from 6.1*).  Other Asians reported an increased 

proportion who were eat ing breakfast (up 7% to 99%*), while Pacific people 

who were eating breakfast were now doing so on more days of the week (up 
from 5.1 to 5.7).  

¶ A new question in the current survey asked how many days people had 
eaten "fast food or takeaways from places like McDonalds, KFC, Burger King, 

Pizza shops or fish and chip shops" in the last seven days.  Six-in-ten had 
done so (59%), this level being at 72 percent for Maaori and 68 percent for 

Pacific people.  Among those who were consuming takeaways, the average 
person did so 1.7 days per week, but this figure was at 2.1 for both Maaori 

and Pacific people. 

 
Low Fat Cooking Behaviours  

¶ Almost three-fifths (58%) of main meal preparers reported that they 'never' 
cook meat or vegetables in butter or lard, followed by one -third who said 

'sometimes' and one-in-ten (9%) who said they 'usually' do.  These results 

were similar to the previous survey, however South Asians did report a 
decrease in 'usually' cooking in this way (down 11% to 12%*).  The opposite 

trend was apparent for Other Asians who reported a reduction in the 'never' 

category (down 13% to 49%).  

¶ There was an increase in the proportion of meal preparers who said they 
'usually' cook meat (including corned beef) with the fat removed or drained 

off (up 10% to 61%).  This increase was also evident for South Asians (up 

18% to 60%*) and Other ethnic groupings (up 14% to 69%).  The opposite 
trend was evident for Pacific meal preparers, where there was a six percent 

increase (to 17%) in those who said they 'never' cooked i n this way.  

¶ There was an increase in the proportion of meal preparers who said they 

'usually' cook chicken with the skin on (up 5% to 36%).  This increase was 
evident for Other ethnic groupings (up 7% to 33%*) and Maaori (up 9% to 

60%).   

 

Support To Eat H ealthily  

¶ There was increased support to eat healthily reported as coming from:  

È Other adults in the household (up 3% to 73%)  

È Wider family/whaanau and close friends (up 5% to 59%*)  

È Doctors/medical centre staff (up 4% to 60%)  

¶ Among Maaori who had used a marae in the region, 53 percent (25% of all 
Maaori) said they had received support from people at the marae 7.    

¶ The increased total sample support from other adults in the household was 
also present for South Asians (up 6% to 85%).  The increased support from 

family/whaanau and close friends was present among Maaori (up 9% to 
59%*) and Pacific people (up 5% to 72%).  South Asians (up 7% to 76%) 

and Other Asians (up 9% to 61%) each reported increased support from 
their doctors or other staff at their health  centre.  There was increased 

mention of support from children in the household by South Asians (up 12% 
to 66%*), while Maaori who were employed reported increased support from 

work colleagues (up 10% to 50%*).  

                                                
7
  No comparison is made with the previous survey because of different questions 

being asked.  
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¶ Pacific and South Asian peoples were more likely than others to feel they 

were receiving support from most sources, whereas people from Other 
ethnic groupings were less likely to feel this.  

¶ These findings are consistent with the LBD campaign having a focus on 
people supporting one another to change t heir eating behaviours. 

 

Children's Eating  

¶ There was a decrease in the proportion of parents who said they gave 'a lot' 
of support to their children to eat healthily (down 6% to 71%*).   

¶ This decrease was also evident for Pacific people (down 10% to 67%*).  

¶ One-in-five felt their children's food could be 'a lot' healthier.  The most 
common response was from two-fifths (41%) who felt it could be 'a bit 

healthier', whilst another two -fifths (39%) felt it was 'healthy enough'.  
These levels were similar to the previous survey. 

¶ Maaori parents were now less likely to feel their children's diet was 'healthy 
enough' (down 9% to 26%).  

 

Interest And Difficulty In Eating More Healthily  

¶ Just under two-thirds (63%) were interested in eating more healthily than 
they currently do, a level that was unchanged since the previous survey.  

However there were increases for both Maaori (up 7% to 72%) and Pacific 

people (up 8% to 85%*).  

¶ Most of those who were interested in eating more healthily either didn't find 
it difficult or f ound it only 'a little' difficult.   

¶ Pacific people reported an increase in being interested but finding it 'very' 
difficult (up 4% to 14%).  

¶ The more difficulty people reported in changing their current eating 
behaviours, the less healthy were their eating behaviours.   

¶ Among those who were not interested in eating more healthily, two -thirds 
felt their diet was already healthy enough, which was an eight percent 
increase on the previous survey.   

¶ Further analysis has shown that those who were not interested in eating 

more healthily because they thought their diet was 'already  healthy enough' 
were in fact eating more healthily than others.  

 

Possible Barriers To Healthy Eating  

¶ The effect of the recession appeared to be evident in a 10 percent increase 

in the proportion who agreed8 that they can't afford the cost of healthier 
types of food. 9 Because of the smaller numbers answering this question, it 

was more difficult to obtain significant changes.  The indications were that 
the increased concern with cost was greater among Maaori (a non-significant 

increase of 7% to 46%) and Pacific people (a non -significant increase of 8% 
to 42%), the two groups for whom cost was already a greater barrier, as 

shown in the graph which follows.   

¶ There was a 16 percent increase in concern with cost by obese persons*, 
such that now almost one-in-two were concerned. 

 

                                                
8
  Asked of those who reported that they had some difficulty in eating more healthily 

9 The proportion that agree/disagree in this question are the people that strongly 
agreed/disagreed or agreed/disagreed with the statement of interest on a 7 point 
scale. The "Agree"  and "Disagree" figures do not include those who "agreed a little" 
or "disagreed a little". 
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¶ One-seventh (14%) agreed that they don't have enough knowledge about 
which foods are healthy for them, a similar level to previously.  

¶ One-in-eight (13%) agreed that there is not enough healthy food available in 
the places where they eat or shop.  While this was a similar level to last 

time, there was a six percent decrease in the proportion who disagreed with 
this statement (down to 60%) . 

 

PHYSICAL ACTIVITY  

Comparison With Recommended Minimum Levels Of 

Activity  

¶ There were marked decreases in reported levels of physical activity, which 

again may well be a product of the current survey being in winter.  

¶ Over half (55%) said they were doing less than what they thought was the 

recommended minimum levels of activity, up 7 percent* from the pre -
campaign measurement.   

¶ The increases in those saying they were doing less were most marked 
among Pacific people (up 15% to 56%*) and Other ethnic groupings (up 7% 

to 55%*).  

¶ There was a nine percent decrease in the proportion who were physically 
active*, with a corresponding drop in the proportion who were regularly 

physically active (down 10% to 38%*) and an increase i n those who were 

sedentary (now one-in-six, up 6%* from the benchmark).   

¶ The best estimate available for the proportion of the sample reaching the 
recommended level of physical activity was 39 percent, which was a 10 

percent decrease from the benchmark survey. 

¶ The average hours people were active decreased from 9.8 to 7.4* and this 
was spread across all but the Other Asian ethnic group. 

¶ The average person did 2.3 hours a week of vigorous activity, down 

markedly from the average of 3.2 hours pre -campaign*.  This decrease was 
evident across all ethnic groups. 

 

Support To Be Physically Active  

¶ There were a number of sources of support to be physically active that 

received increased mentions compared with the previous survey10, namely:  

È Wider family/whaanau and close friends (up 4% to 58%*)  

È Doctor or medical centre staff (up 5% to 55%*)  

È Employers (up 9% to 48%*  among those who were employed)  

È People worked with (up 4% to 52%*  among those who were 
employed)   

¶ Two of the main ethnic groupings found their doctor or me dical centre staff 
more supportive:  Maaori (up 8% to 59%*) and South Asians (up 8% to 

71%).   

                                                
10

 All figures are based on the Total Sample unless otherwise specified. 
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¶ Among Maaori who had used a marae in Counties Manukau in the previous 

year, just under half (49%) found people on marae to be supportive of 
physical activity.  

¶ Children, workplace colleagues and employers tended to be more supportive 
of physical activity than healthy eating.  The converse applied for other 

adults in the household and doctors, who were more supportive of healthy 
eating.  

 

 Children's Physical Activi ty  

¶ There was a reduction (down 5% to 67%*) in the proportion of parents who 
said they give 'a lot' of support to their children to be physically active and a 

corresponding increase (up 4%* to 24%) in the proportion who said they 
give 'some' support.  This change was most pronounced among Pacific 

parents (down 14% to 63%*).  

¶ The majority (61%) thought their children were doing enough physical 

activity to be healthy.  Just over one -in-ten (11%) thought their children 
would need to do 'a lot more' to be healthy, which was a two percent 

decrease. 

 

Interest In Being More Physically Active  

¶ As in the benchmark survey, two-thirds were interested in being more 

physically active than they currently were.   

¶ Three-quarters of those who were interested in being more physically active 
had some difficulty in doing so, a result that was very consistent with the 

pre-campaign result. 

¶ People found it more difficult to be more physically active than they did to 
eat more healthily.  

¶ Those who expressed some difficulty with being more physically active were 

above average in feeling they were doing less than the recommended 
amount of activity and this was evidenced in their reported levels of activity.  

¶ Of those who were not interested in being more physically healthy, seven -

out-of-ten felt they were already doing enough and their activity levels 
supported this. 

¶ Pacific people were now more likely to say that 'I would need to do a lot 
more to be physically healthy' (up 13% to 14%*).   

 

Possible Barriers To Being More Physicall y Active   

¶ A third of those who had difficulty being more active (32%) agreed that they 
can't afford the cost of things they would need "such as babysitters, clothes, 

equipment and gym membership", which was a five percent increase (up to 

27%*).  

¶ The same proportion as in the pre -campaign survey, one-in-eight, agreed 
that there weren't enough places in their area for them to go or join, such as 

parks, walking groups or sports clubs. 

 

LINKS BETWEEN HEALTHY EATING AND PHYSICAL 

ACTIVITY  

¶ There was a close relationship between responses for eating and physical 

activity in terms of interest in and difficulty of making changes.  

¶ Those who were more active tended to eat more healthily, although this 

pattern was not as strong as might perhaps have been expected. 

¶ Those who mentioned barriers for activity were also above average for 
mentioning barriers for eating, with the strongest correlation being between 

cost as a barrier to eating better food, and cost as a barrier to more physical 

activity. 
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ROLE OF PRIMARY CARE  

Cont act With Doctor/Nurse  

¶ There was a four percent increase (up to 70%) in the proportion who said 
they had spoken to a doctor or nurse in the last twelve months about their 

own personal health.  The increases were particularly notable for Maaori (up 

8% to 71 %*), South Asians (up 14% to 77%*) and Other Asians (up 11% 
to 63%).  

¶ There were increases for primary care talking to people about topics that 
relate to diabetes:  

È Talked to about their exercise or physical activity (up 4% to 41%*  of 
all persons11)  

È Talked to about healthy eating or weight (up 5% to 38%*)  

È Talked to about their risk of diabetes or heart disease (up 5% to 
36%*)  

¶ Half (49%) mentioned any one of these three, up four percent* from the 
pre-campaign survey.  This increase was evident for Maaori (up 10% to 
56%*), Pacific people (up 8% to 67%*), South Asians (up 10% to 61%*) 

and Other Asians (up 16% to 47%*).  

¶ Mention of any one of these three was well over nine -in-ten for those with 
diabetes (94%). There was an increase for those who a doctor would 
describe as overweight (up 5% to 54%) and those with a family history of 

diabetes (up 5% to 50%).  There was also a similar but non -significant 

increase for those who a doctor would describe as obese (up 5% to 64%)  

¶ Nearly one-fifth (18%) were spoken to about s topping smoking and among 
smokers it was 50%.   

¶ One-in-eight reported being given a green prescription. This rate is 
considerably higher than referrals actually received by green prescription 

programmes. 

 

                                                
11

  The primary care findings are based on the total sample, not just those who had 
been in the last 12 months. 

 

AWARENESS AND UNDERSTANDING OF DIABETES  

Awareness Of How To Prevent Diabetes   

¶ When asked "What can be done to prevent diabetes?" there was increased 
unprompted mention of:  

È Eating fruit and/or vegetables (up 7% to 37%*)  

È  reducing fat (up 4% to 30%)  

È Other nutrition related comments (up 19% to 55%), which i ncluded 

'watch what you eat/have a healthy diet' (up 29% to 39%)  

È Lifestyle related comments (up 4% to 13%*), which included don't 
smoke (6%), lead a healthy lifestyle (5%), and look after your health 

(4%)  

¶ There were no significant changes for: keeping fit/ active (56%), reducing 
weight (21%), reducing takeaways/junk food (12%) and reducing portion 
size (12%) 

¶ Almost one-in-five (18%) mentioned obtaining professional 
advice/education/ assistance, which included information/education (9%) 

and having regular health checks (down 4% to 8%)  

¶ A new question in the current survey asked: "What types of problems can 

happen to people who get diabetes?" and the answers were recorded 
unprompted. The most common responses related to having heart attacks 

(35%), losing limbs/l egs (29%) and going blind (27%).  There were 17 
percent who did not know of any problems.  

¶ The proportion who thought their knowledge of diabetes was 'good' 
decreased five percent since the pre-campaign survey, which was matched 

by a four percent increase in those rating their knowledge as 'fair'.  This was 
mainly due to changes among people of Other ethnic groupings. 

¶ When asked whether particular statements about diabetes were true or 
false, there was little change from the benchmark levels.  This meant tha t 

there were still 44 percent who thought it was 'mainly people who eat a lot 
of sugar who get diabetes'.  The other statements already had relatively high 
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proportions giving the correct answer, so it was difficult to obtain significant 

improvements. 

¶ A new question in the current survey identified that there was a lack of 
knowledge about the benefits of breastfeeding in terms of lowering the risk 

of becoming obese and developing diabetes.  Four-in-ten knew this to be 

true, while almost as many (36%) were un sure and a quarter thought it was 
false.  Pacific people (46%) and South Asian people (47%) were the most 

likely to say it was true.  

¶ There was a four percent increase in those agreeing that: "I am worried that 

someone in my family has diabetes or may get i t".   

¶ When considered in conjunction with the previously reported data for 
concern about them or someone in their family having or getting health 

problems because of being overweight, there were half (51%) who agreed 

with at least one of these two statemen ts.  There were increases for Maaori 
(up 12% to 73%*) and South Asian people (up 11% to 68%*).  The other 

ethnic groups remained at similar levels to the benchmark survey (Pacific 
people 75%, Other Asians 49% and 38% for people of Other ethnic 

groupings).  In the current survey the level was also higher for people with 

diabetes (68%), those with a family history of diabetes (67%) and those 
who a doctor would describe as obese (80%).  

¶ There were three-quarters who had some contact with someone with 
diabetes, this rate being higher for Maaori (87%*) and South Asian people 

(80%).  The rate was lowest among people of Other ethnic groupings, but 

even they were still at 72 percent.  

 

PREVALENCE OF DIABETES AND AT RISK GROUPS  

Prevalence Of Diabetes  

¶ As shown in the table which follows there has been a two percent increase in 
the reported rate of diabetes since the benchmark survey*.  The age 
standardised rate for Maaori more than doubled to 15 percent; the South 

Asian rate doubled, to 16 percent*; and the Other Asian r ate also doubled, 

to eight percent.  The Pacific people's rate increased by three percent, but 
this was not large enough to be significant.  However, Pacific people still had 

the highest rate at 17 percent. The rate changed very little among people 
from Other ethnic groupings (primarily New Zealand Europeans), which 

accounts for the increase among the total sample only being two percent, 
while other ethnic groups showed much more dramatic increases. 

¶ These rates of diabetes differ from other data sources used by Counties 
Manukau DHB, and the DHB will be doing more analysis on this.   

 

 

 

PREVALENCE OF 
DIABETES 

TOTAL MAAORI PACIFIC SOUTH ASIAN OTHER ASIAN OTHER 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

            

 Crude rate 6.5 8.6ƶƶ 5.1 11.3ŷƶƶ 10.7ŷŷ 13.7ŷŷ 6.4 12.4ŷƶƶ 3.2Ź 6.9 5.2 5.7ŹŹ 

 Age standardised 7.0 9.4ƶƶ 6.7 14.5ŷŷƶƶ 13.9ŷŷ 17.3ŷŷ 7.5 15.5ŷŷƶƶ 3.6Ź 7.8ƶ 4.7Ź 5.1ŹŹ 
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Persons 'At Risk' Of Diabetes  

¶ There were over six-in-ten (62%) 'at risk' 12 (which included persons who 

were obese, overweight13, had a family history of diabetes, had diabetes 
during pregnancy but no longer had it, or were classified as 'sedentary', 

which was defined as doing less than half an hour's physical activity in the 
last week).   

¶ The graph which follows shows the combined diabetes and 'at risk' levels.  It 
can be seen that the combined levels were very high for Maaori (85%), 

Pacific (84%) and South Asians (78%), but even among the other two ethnic 
groups almost half were are risk.  
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12

  Note this differs from the definition of óat riskô used in the LBD System Dynamics 
Model which has been used to calculate potential future numbers of those with 
diabetes in Counties Manukau, for which obesity was used as the key driver of risk. 

13
 The obese and overweight are based on BMI calculated from self-reported weight 

and height. 

VEGETABLE GARDENING  

¶ New questions in this survey identified that just under half (48%) were in a 

household that had a vegetable garden or someone in their household was 
involved in a community vegetable garden.   

¶ Another quarter (23%) were interested in getting invo lved in vegetable 
gardening in the next 12 months.  

 

COMMUNICATING WITH ETHNIC SPECIFIC 

AUDIENCES  

¶ Questions were included to assist in identifying how best to reach the 
different ethnic audiences with social marketing communications.  The 
results are summarised in the table which follows.  

¶ In response to feedback from Maaori advisors to the DHB, the questions 
about the use of marae were changed from those asked in the benchmark 

survey. This means changes from the previous survey arenôt able to be 
reported but  the new questions provide more useful information on marae 

usage by Maaori.      

¶ These new questions ascertained that just over just over half (53%) of 
Maaori had been to a marae in the CMDHB region within the previous 12 
months, with just under a third ( 30%) having been three or more times.  

¶ The main reasons for attending were: family/social events, including tangi 
(69% of those who had attended) and courses/education (25%), and 

healthcare or health information (11%).  
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ENGAGEMENT WITH MEDIA AND COMMUNITY/  
CULTURAL GROUPS 

TOTAL MAAORI* TOTAL PACIFIC * ASIAN * 
TOTAL OTHER 

ETHNIC GROUPS* 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

489 521 624 517 530 609 882 718 

% % % % % % % % 

Listen to own ethnic radio stations at least once a week 54 39ƸƸ 62 63 56 56 0 0 

Read own ethnic newspapers/magazines at least once a 
week 27 22 43 48 49 43Ƹ 0 0 

Watch own ethnic TV programmes at least once a week 86 90ƶ 65 68 0 0 0 0 

Text on a mobile phone at least once a week 74 74 54 60 67 77ƶƶ 68 76ƶƶ 

Have internet access at home 66 66 47 57ƶƶ 89 91 84 87 

Use email for personal use rather than work reasons at least 
once a week 57 56 42 42 76 77 66 70 

Add content/comments to websites or online blogs at least 
once a month 24 33ƶƶ 25 26 43 41 19 32ƶƶ 

Am an active member of a local group, club or committee 49 44 42 43 30 33 45 50 

Attend a local church or a place of worship regularly 23 28 75 80 52 51 25 24 

 
*  These results and the ones below have all been run as age standardised weightings 
**  New question in 2009 
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2  INTRODUCTION  

BB AA CCKK GGRROOUU NN DD  

'Let's Beat Diabetes' (LBD) is a major initiative being undertaken by Counties 

Manukau District Health Board (CMDHB) to develop a societal response to 

address Type 2 diabetes.  This is in response to a growing epidemic of Type 2 

diabetes, which is expected to have an increasingly major impact both on the 

health status of the CMDHB population but also the costs of providing health 

care.  There are ten action areas in the Let's Beat Diabetes strategy.  This 

research is being undertaken as part of the social marketing action area, but it 

is also being used to inform the evaluation of the overall project.  

  

  

RREESSEEAA RRCCHH   OOBB JJ EECCTT II VV EESS  

¶ This LBD tracking survey was designed to identify changes since the 
benchmark survey conducted two and a half years previously14.  

¶ It also provides information to inform on -going LBD programme planning.  

¶ The focus of the research was on the general population, including identified 
priority groups.   

 

 

TT HH EE  '' LL EETT ''SS  BB EEAA TT   DDII AA BB EETT EESS''   PPRROOGGRRAA MM MM EE  

LBD activity is organised around ten distinct but interrelated action areas. 

Achieving progress in each of these action areas is the responsibility of all 

partner agencies, organisations and communities across Counties Manukau and 

New Zealand, not just the health sector. This is because, ultimately, beating 

                                                
14

  The data reported for the original benchmark survey has been reweighted to now 
take into account levels of deprivation.  

the diabetes epidemic requires changes to the way people live, as well as to 

the environments within whic h they live.  

The partnerships that underlie each of the action areas are the key vehicles for 

making progress against the diabetes epidemic. The ten action areas are: 

1. Supporting community leadership and action  ī through activities in 

Maaori and Pacific communities, workplaces and a Community Action Fund 

providing support to grassroots health-promoting activities.  

2. Promoting behaviour change through social marketing  ī via the 

óSwap2Winô communications programme (see www.swap2win.co.nz).   

3. Changing urban design to support healthy, active lifestyles  ī 

where LBD works with local government and housing partners. 

4. Supporting a healthy environment through a Food Industry 

Accord  ī where LBD and representatives of the food industry work 

collaboratively to influence and support behaviour change within the food 

industry and the wider population via innovative projects.  

5. Strengthening health promotion co -ordination and activity  ī to 

improve the alignment and effectiveness of these activities.  

6. Enhancing well child services to reduce childhood obesity  ī to 

develop resources and interventions focusing on childrenôs early years. 

7. Ensuring children are active, healthy and ready to learn  ī through 

a series of initiatives in schools and early childhood centres. 

8. Supporting primary care -based prevention and early intervention  

ī linking with CMDHBôs Chronic Care Management Programme. 

9. Enabling vulnerable families to make healthy choices  ī working 

with social service agencies to develop integrated services that reduce the 

risk of obesity and diabetes. 

http://www.swap2win.co.nz/
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10. Improving service integration and care for advanced disease  ī to 

develop sustainable systems to improve the uptake of best practice 

processes, and the co-ordination of services across primary and secondary 

care. 

The ten action areas fit together to form an overall strategy that reduces risk 

factors for diabetes (particularly obesity) and slows disease progression, while 

building capacity across the different partner organisations and a sustainable 

whole society approach. Figure 1 below shows the zones each action area is 

designed to influence. 

 

Figure 1: Alignment of Action areas with disease cont inuum   
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3  OVERVIEW OF RESEARCH METHODS  

3.1  RESEARCH METHODS  

IMPORTANCE OF CONSISTENCY OVER TIME  

With repeat surveys that are seeking to monitor change over time, retaining 

consistency of methods is critical.  Therefore the methods, with one exception, 

were the same as in the benchmark survey, the key features of which are 

outlined below. 

 

CHANGE FROM BENCHMARK SURVEY  

The one change in methods this time was to take greater account of level of 

deprivation, as measured by the NZDep06 index, based on the 2006 Census.  

This data was not available at the time of the previous survey, so was not 

incorporated in either the sample stratification or the weighting prior to 

analysis (the School of Population Health did some subsequent analysis once 

the NZDep06 data became available). 

What was identified in the benchmark survey was that the sampling resulted in 

Maaori being under-represented in low deprivation groups.  This was not 

surprising when the sampling was based on households with landline phones.  

This could have been overcome by stratifying the sample selection by NZDep 

areas, so that more of the phone numbers were drawn from low deprivation 

areas.  However, it was decided that this might impact the comparability of the 

data.  Therefore deprivation was incorporated into the weighting for both the 

current survey and the benchmark survey, so that both samples accurately 

reflected the NZDep levels of the CMDHB population.  This entailed Phoenix 

reweighting the benchmark survey and reporting these reweighted figures in 

the current report.  

QUESTIONNAIRE DEVELOPMENT  

Considerable time and effort went into the design of the questionnaire for the 

benchmark survey, with the CMDHB team taking the lead role, supported by 

Phoenix Research.  The CMDHB team included Maaori and Pacific members 

and Asian input was also obtained.  To meet the objective of assessing 

changes since the benchmark, the original questions were almost all retained 

with the same wording.  Changes to the question naire are listed in Appendix D.  

The benchmark questionnaire was extensively pre-tested with the different 

ethnic groups to ensure the questions were working as intended.  A similar 

process was used to test the new questions in the current survey.  

 

METHOD OF DATA COLLECTION  

A CATI (computer assisted telephone interviewing) method was used because 

it was the most cost -effective approach.  It does enable high levels of call 

backs and provides a high degree of monitoring of interviewer quality. It also 

provides a level of anonymity (compared with face to face interviewing) that is 

good for surveying sensitive topics.  

All respondents were offered the opportunity to be interviewed by an 

interviewer from their ethnic group if they were Maaori, Pacific or Chinese 15, 

and Pacific Island respondents were offered the choice of being interviewed in 

English, Samoan or Tongan. Twenty-eight interviews were completed in 

Samoan (was 45 in the benchmark survey) and 19 in Tongan (previously 28), 

using translated questionnaires. 

                                                
15 The ethnicity of the respondent was not known until the call had been made to the 

household and the qualifying respondent selected. 
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DATA COLLECTION/ SAMPLING  

Interviews were completed with 2,363 persons aged 16 years and over living in 

the Counties Manukau District Health Board region between 25 June and 23 

September, 2009.  The benchmark survey included 2,520 persons and was 

conducted between 31 October 2006 and 8 March 2007. 

The interviewing was undertaken using computer assisted telephone 

interviewing (CATI) and the average interview lasted 23 minutes in the current 

survey and 24 minutes in the benchmark survey. 

The sampling was designed to provide sufficient sized sub-groups of Maaori, 

Pacific people, Asians and Other ethnic groups (including New Zealand 

European), to allow for identification of change over time.  This necessitated 

three different stages of sampling:  

¶ The main survey, which was randomly selected from Telecom white pages 
phone listings with all ethnic groups included, continuing until the Other 

ethnicities quota was filled 

¶ The main booster sample, which was also randomly selected from the white 

pages listings, but the selection was for only Maaori, Pacific and Asian 
persons 

¶ A Pacific booster sample, which was randomly selected from areas within 

CMDHB where at least one-quarter (25%) of the population were Pacific 
people (these areas accounted for 82% of the CMDHB Pacific population in 

the 2006 Census) 

 

ETHNIC COMPOSITION OF SAMPLE/ MEASUREMENT 

OF ETHNICITY  

The numbers generated from each sample were as shown below. It is 

important to note that a person was included in each ethnic group they 

mentioned, which is why summing the numbers in each ethnic group adds to 

more than the total number of interviews shown on the bottom line.  It is also 

the reason why there are people in the Pacific booster sample who were also 

of other ethnicities.  

It can be seen that far fewer Pac ific people needed to be generated via the 

Pacific booster in the current survey, compared with the benchmark survey.  

 

Table 1:  Ethnic composition of sample 

TOTAL ETHNIC GROUP 
MENTIONS 

GENERAL SAMPLE 
MAIN BOOSTER 

SAMPLE 
PACIFIC BOOSTER 

SAMPLE TOTAL 

Benchmark 
Current 
survey Benchmark 

Current 
survey Benchmark 

Current 
survey Benchmark 

Current 
survey 

Maaori  122 71 453 533 19 2 594 606 

Pacific people 90 71 343 468 279 55 712 594 

Asian 118 116 468 522 13 4 599 642 

Other ethnicities 762 627 217 239 19 2 998 868 

TOTAL INTERVIEWS 1008 828 1221 1475 291 60 2520 2363 
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This sampling process provided the following numbers in each of the Pacific 

groups (benchmark survey numbers in brackets):  235 (295) Samoan people, 

135 (173) Tongan people, 146 (186) Cook Island Maaori, 56 (62) Niuean 

people and 57 (58) Other Pacific people.  Within the Asian category there 

were:  430 (299) from South Asia, including 256 (185) from India and 14 8 (98) 

Fijian Indians16; 151 (222) from East Asia, including 121 (173) from China 17; 

and 69 (91) from South East Asia18. 

A question was also included in the survey which asked people who mentioned 

more than one ethnic group to identify which group they "most strongly 

identify with".  As can be calculated from the table which follows, there were 

80 (96) people who were classified as Maaori when using total response 

ethnicity who did not consider Maaori to be their main ethnic group.  These 

accounted for 13 percent (14%) of all Maaori mentions.  The comparable 

figure for Pacific people was 11 percent (9%) and for Asians it was four 

percent (6%).  With Other ethnic groups, 21 percent (19%) of those who were 

in this group for total response ethnicity did not count this as their main ethnic 

group.   

 
Table 2: Comparison of ethnicity measures 

ETHNIC GROUP 

TOTAL RESPONSE 
ETHNICITY MAIN ETHNICITY 

Benchmark 
Current 
survey Benchmark 

Current 
survey 

Maaori  594 600 498 526 

Pacific people 712 594 651 531 

Asian 599 642 565 617 

Other ethnicities 998 868 803 684 

 

                                                
16

  South Asian also included: Pakistani, Sri Lankan, Bangladeshi, Nepalese, Afghan 
17

  East Asian also included: Korean, Japanese and Taiwanese. 
18

  South East Asian included: Singaporean, Filipino, Indonesian, Cambodian, 
Malaysian, Vietnamese, Thai, Burmese, Laotian 

Analyses were undertaken comparing data from the total response ethnicity 

group for Maaori with those who specified Maaori as their main ethnic group.  

There were no significant differences between these two groups for any of the 

questions.  The same was done for Pacific peoples and again there were no 

significant differences between the groups. 

 

RESPONSE RATES  

If necessary, 25 calls were made to each number to try and obtain a 

completed interview. Participation was voluntary and no incentives were used 

to encourage participation. 

Response rates can be expressed in different ways, and for this survey there 

were added challenges in calculating an overall response rate due to the 

boosting samples. Two forms of response rate have been calculated.  The 

weighted response rate was calculated using the method recommended by the 

Ministry of Health and for the General sample it was 58 percent (was 55 

percent in the benchmark survey).  The weighted response rate for the main 

Booster sample was 90 percent (88% previously) and for the Pacific Booster it 

was  95 percent (89%), while for Samoan and Tongan language interviews it 

was 74 (76) and 56 (67) percent respectively.  These rates provided an 

average of 77 percent (75% in benchmark).  However, the booster sample 

rates were affected by the large proportions who sa id there were no qualifiers 

in the household (e.g. on the Pacific booster saying that there are no Pacific 

persons in the household).  It is likely that some of these will have used this as 

a way to avoid a direct refusal and this will have led to inapprop riately high 

weighted response rates.  Therefore the 58 percent for the general sample is 

deemed to be the best indicator of the response rate using this method.  

The other form of response rate has been calculated by taking the number of 

completed interviews and dividing them by the number of completed plus the 

number of refusals.  This provided a rate of 67 percent for the General sample, 
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71 percent for the Booster sample, 72 percent for the Pacific Booster, 97 

percent for the Samoan and 95 percent for the  Tongan translations, providing 

an overall rate of 70 percent.  

 

WEIGHTING  

For analysis purposes the data has been weighted with the intention of 

accurately reflecting the age within gender within ethnicity, within NZDep06 

(deprivation level) composition o f the CMDHB population.  

When comparing ethnic group data, the age composition of each ethnic group 

has been standardised, to ensure differences emerging are not due to the 

differing age compositions of the different ethnic groups.  For all the other 

analyses reported the standard population weighting has been used, unless 

otherwise specified.  The two different weightings have in some cases resulted 

in slightly different figures for the total sample.  To retain consistency in the 

report, all total sample f igures reported are based on the age standardised 

weighting.  

 

 

A SUFFICIENTLY REPRESENTATIVE SAMPLE TO GIVE 

CONFIDENCE IN THE RESULTS  

A key question with any survey is how representative is the achieved sample, 

compared with the Counties Manukau population?  The weighting by age, 

gender, ethnicity and NZDep06 was designed to ensure that these groups were 

all represented in their correct proportions (e.g. that there was the correct 

proportion of Pacific males aged 16 to 24 years in the highest depr ivation 

quintile).  The proportions in each group in the current survey were based on 

CMDHB modelling of their population based on the 2006 Census and projected 

population changes since then. 

As noted previously, the 2006/07 data was reweighted for the cur rent report, 

to accurately reflect the CMDHB population at the 2006 Census, including age, 

gender, ethnicity and level of deprivation.  At the time of the 2006/07 analyses 

there was no deprivation data available and population modelling had to be 

used for estimating the other demographics in the weighting.   

Given that the weighting has ensured the correct representation of the sample 

on all these key demographics and given the level of the response rates, this 

sample can be considered sufficiently representative to give confidence in the 

results. 
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4  RESEARCH FINDINGS  

4.1  INTRODUCTION  

This chapter presents all the research findings, with sub-sections for each 

major area covered by the research, these being: 

¶ Perceptions relating to healthy weight  

¶ Healthy eating 

¶ Physical activity 

¶ Links between healthy eating and physical activity 

¶ Role of primary care 

¶ Awareness and understanding of diabetes 

¶ Prevalence of diabetes and at risk groups 

¶ Communicating with ethnic specific audiences 

 

At the end of each of the sub -sections there is a Discussion section, which 

draws together the findings and considers the implications for the Let's Beat 

Diabetes programme. 
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4.2  NOTES ON REPORTING  

It is important that this section is re ad before reading the main 

findings , so that the reader understands what analyses have been undertaken 

and how the differences highlighted in the findings have been identified.  

 

ANALYSES UNDERTAKEN  

The level of analysis in this report is restricted to simple cross tabulations.  

These analyses are not able to address possible confounding effects, such as 

the impact of level of deprivation on the responses of different ethnic groups.  

There were two main sets of analyses undertaken: 

¶ Examination of any changes in the results between the benchmark and the 

current survey, for the total sample and the demographic groups  

¶ Identification of differences in responses to the current survey across the 
demographic groups, as listed below 

 

The demographic groups that were included in the analyses were as follows: 

¶ Ethnic groups, based on all ethnicities mentioned (total response ethnicity), 
specifically Maaori, Pacific, South Asian (mainly Indian, including Fijian 

Indian), Other Asian, and Other ethnic groupings (mainly N ew Zealand 
Europeans) 

¶ Pacific ethnic groups (Samoan, Tongan, Cook Island Maaori, Niuean, Other), 
which were only reported if the total Pacific data showed significant changes 

or differences from the total sample  

¶ Persons with diabetes 

¶ At risk group (excluding persons with diabetes), which included:  

È Obese persons: For the comparison of surveys, this was based on 
persons who did not have diabetes and thought a doctor would say 

they were obese.  In the current survey BMI was also estimated 

(based on self-reported height and weight), so the reporting of 
demographic differences within the current survey was based on 

obese persons (including those with diabetes) defined as having an 
estimated BMI of 30 or over.  

È Overweight persons: For the comparison of surveys, this was based 
on persons who did not have diabetes and who thought a doctor 

would say they were overweight, including those who also thought 
the doctor would say they were obese.  The reporting of 

demographic differences in the current survey is based on 

overweight but not obese persons (including those with diabetes) 
being defined as having an estimated BMI of 25 to 29.9.  

È Persons with a family history of diabetes  

È Women with a history of diabetes during pregnancy (GDM), but who 
did not currently have diabete s 

È Sedentary persons (did less than half an hour's physical activity in 
the last week) 

¶ Persons interested in eating more healthily 

¶ Persons interested in being more active 

¶ Main meal preparers 

¶ Household shoppers  

¶ Age within gender (males and females in each of three age groups: 16 to 24 
years, 25 to 44 years and 45 years and over) 

¶ Level of deprivation (NZDep06), which is an established rating of areas in 

which people live, based on a number of socio-economic variables  

¶ People with children and people with thr ee or more children 

 

REPORTING FORMAT  

Each question is reported separately.  This reporting begins with commentary 

on the total sample findings and any changes since the benchmark survey.  
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There is then commentary on the results for the key ethnic groups (Maaori, 

Pacific people, South Asians, Other Asians, people of Other ethnic groupings 

(mainly New Zealand Europeans), including changes since the benchmark.  

This is followed by a table and sometimes a graph showing these key findings 

by ethnic group.  There is then the section which reports on other changes 

since the benchmark, for other demographic groupings.  The final section looks 

just at the current survey and reports on differences between demographic 

groups. 

 

MARGINS OF ERROR  

At the 99 percent confidence level, the margin of error for a reported 

proportion of 50 percent, based on the total sample of 2,363 in the current 

survey, is plus or minus 2.6 percent. This means that, even though this was a 

sample of the population, one can be 99 percent confid ent that the real level is 

somewhere between 47.4 percent and 52.6 percent.   

For a figure of 50 percent based on an ethnic sub-sample of 600 interviews, 

the margin of error is plus or minus 5.3 percent.  The margin of error reduces 

as the percentage moves further away from 50 percent in either direction.  For 

example, when asked what someone can do to have a healthy weight, 54 

percent made general nutrition related comments.  The margin of error for this 

figure, which is near 50 percent was 2.5 percent.  H owever the margin of error 

for the nine percent who mentioned reducing alcohol consumption was 1.5 

percent, because the smaller the number, the smaller the margin of error.  

Likewise 92 percent mentioned being physically active.  As this is a long way 

from 50 percent, the margin of error is also smaller, being just 1.5 percent.  

 

SIGNIFICANCE TESTING  

Significance testing is used to identify whether differences between figures are 

large enough to be likely to be showing real differences, as opposed to those 

that might have happened by chance.  For example, if it is reported that 

diabetes was more prevalent among Pacific people, this means that the rate of 

diabetes for Pacific people was sufficiently high, compared with the total 

sample, for the statistical analyses to identify the difference as significant.  

All significant differences have been reported, unless the analysis did not add 

sufficient value to understanding of the data to justify its inclusion.  

Changes between the benchmark and the current survey that were statistically 

significant increases have been shown by ƶƶ for increases at the 99% level 

and ƶ for increases at the 95% level.  Likewise decreases have been shown 

by ƸƸ and Ƹ.  Given there was no allowance in these analyses for design 

effects and the large number of significance tests that were undertaken, it is 

recommended that the 99% level be used where possible.  However, it also 

seemed appropriate to identify changes at the 95% level, so that readers could 

be aware of these as well.  

Comparisons have also been made within each survey to identify where sub -

groups (e.g. Maaori) were significantly higher or lower than the total sample 

levels.  Where the sub-group was significantly higher it is denoted by ŷŷ for a 

99% difference and ŷ for a 95% diff erence.  Where the sub-group was 

significantly lower than the total sample it is denoted by ŹŹ and Ź.  While the 

tables show this analysis for both the surveys, the reporting is only based on 

the differences present within the current survey and only those  significant at 

the 99% level have been commented on.   

In the reporting of changes between surveys, both the 95% and 99% level 

changes have been included, but those that were significant at the 99% level 

have been denoted by an asterix (*).  
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The comparisons with the previous survey have been reported for those that 

are significant at both the 95 percent and 99 percent levels, with the 99 

percent ones being identified by an *  in the reporting.  For the analysis of 

demographic differences within the current survey, only differences significant 

at the 99 percent level were included.  

 

Bases reported in tables  

The bases shown in the tables (the figures in brackets above the percentages) 

are the actual numbers of people interviewed (i.e. unweighted numbe rs), while 

all the percentages shown are based on weighted data. 

 

Response scales  

On some questions people were asked to specify how much they agreed or 

disagreed with a statement on a seven point scale from 'agree strongly' to 

'disagree strongly'.  In the  reporting, the proportions saying either 'strongly 

agree' or 'agree' have been grouped into an 'agree' category.  A similar process 

was used to create a 'disagree' category.  People giving more neutral response 

are not reported, so the 'agree' and 'disagr ee' do not add to 100 percent.  The 

neutral responses were: 'agree a little', 'neither agree nor disagree', 'disagree a 

little' and 'don't know'.  

 

COMPARISONS WITH NEW ZEALAND HEALTH SURVEY  

Comparisons have been made with the most recent New Zealand Health 

Survey, where CMDHB figures were available, via the LBD team.  This survey 

was undertaken between October 2006 and November 2007, so is more 

directly comparable with the LBD benchmark survey.  There were 1301 

persons interviewed from CMDHB region (compared with the 2,363 in the 

current LBD survey).  This LBD sample also has larger numbers of Maaori, 

Pacific and Asian persons.  To obtain estimates for CMDHB, the NZHS has used 

modelling processes. 

The NZHS was undertaken face to face and had a weighted response rate of 

68 percent (compared with 58% for the General sample in this LBD survey).  

Comparisons have been made using the age standardised data from the LBD 

surveys and the NZHS.  It should be noted that the NZHS used an age 

standardisation that was based on an international WHO standardisation, 

whereas the LBD surveys were simply standardised to reflect the overall age 

composition of the CMDHB population aged 16 years and over. 
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4.3  PERCEPTIONS RELATING TO HEALTHY WEIGHT  

This section considers: 

¶ How aware people were of what is required to have a healthy weight  

¶ How concerned they were about getting diabetes and the health risks of 

being overweight 

¶ Whether people felt they knew what their recommend ed weight and body 
shape was 

¶ Types of people who are more likely to be obese (this was based on persons 
with an estimated Body Mass Index (BMI) of 30 or more, calculated from 

their self-reported height and weight)  

¶ Types of people who were more likely to be  overweight (based on a BMI of 

25 to 29.9)  

 

AWARENESS OF OPTIONS FOR HAVING A HEALTHY 

WEIGHT  

Respondents were asked what they could do if they wanted to have a healthy 

weight. The responses were all unprompted (i.e. no options were read out), 

which tends to produce lower levels of mentions than for prompted questions.  

The answers given were recorded verbatim and then coded into categories 

after interviewing.  

Physical activity was the most mentioned by respondents, with the level of 92 

percent being the same in both surveys.  Almost two -thirds mentioned eating 

fruit and/or vegetables (could be mentioned separately), with the level of 64 

percent in the current survey not being significantly different from the 62 

percent in the previous survey.   

There were 61 percent who made comments that have been grouped into a 

general nutrition category, which showed a seven percent increase since the 

benchmark survey*.  The main comments that got included in this category 

were: drink water/ so many glasses per day (15%), eat a balanced diet (13%), 

eat foods high in fibre (10%), eat fish/seafood (9%), have a healthy diet 

(9%), reduce carbohydrates (8%), eat regular meals (7%), eat protein (7%), 

eat carbohydrates/complex carbohydrates (7%), eat less meat (7%), eat white 

meat (5%), avoid processed foods (4%), and follow the food pyramid (3%).  

The increase in this grouped category was evident among the Other ethnic 

groupings (up 7% to 64%*) and Pacific people (up 7% to 55%).  

Reducing fat was mentioned by just under half (48%) , which while being a 

slight increase on the 46 percent in the previous survey, was not a significant 

change. 

There was decreased mention of reducing takeaways/junk food, down by six 

percent to 28 percent.  This decrease was present among Pacific people (down 

8% to 15%*) and Other ethnic groupings (down 6% to 32%*).  

There was also decreased mention of reducing portion size, down by five 

percent to 27 percent.  Again it was Pacific people (down 9% to 23%*) and 

Other ethnic groupings (down 4% to 31%) who sho wed significant decreases. 

Reducing sugar was mentioned by just under one-in-five (18%), a similar level 

to the 17 percent in the previous survey.  However, Maaori did have increased 

mentions (up 5% to 18%).  

Obtaining and receiving education, professional advice and assistance was 

mentioned by 11 percent (10% previously).  Maaori reported a five percent 

increase in mentions of this category (up to 13%*).  
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Table 3:  What to do for a healthy weight 

WHAT TO DO FOR A 
HEALTHY WEIGHT 

TOTAL MAAORI PACIFIC SOUTH ASIAN OTHER ASIAN OTHER 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

2,520 2,363 594 606 712 594 299 430 306 214 998 868 

% % % % % % % % % % % % 

Physical activity 92 92 92 91 91 89Ź 89 87ŹŹ 92 90 93 95ŷ 

Eat fruit and 
vegetables 62 64 62 66 58 60Ź 62 67 60 63 64 65 

Nutrition - general 54 61ƶƶ 49 55Ź 48Ź 55Źƶ 55 61 52 50ŹŹ 57 64ƶƶ 

Reduce fat 46 48 48 50 41Ź 45 47 47 49 42 48 50 

Reduce takeaways/ 
junk food 34 28ƸƸ 28ŹŹ 26 23ŹŹ 15ŹŹƸƸ 36 35ŷŷ 27Ź 29 38ŷ 32ŷƸƸ 

Reduce portion size 32 27ƸƸ 28 23 32 23ƸƸ 20ŹŹ 19ŹŹ 23ŹŹ 18ŹŹ 35 31ŷƸ 

Reduce sugar 17 18 13ŹŹ 18ƶ 15 17 17 19 19 17 19 18 

Lifestyle general 13 13 12 14 14 16 19ŷŷ 16 17 23ŷ 13 12 

Professional advice/ 
education/assistance 10 11 8 13ƶƶ 11 14 7 11 6Ź 7 11 11 

Reduce alcohol 9 8 8 8 4ŹŹ 4ŹŹ 10 7 7 7 11 10 

Don't know 2 3ƶƶ 3ŷ 4 3ŷ 6ŷŷƶ 4ŷ 5 3 7ŷŷ 1ŹŹ 2ƶ 

Refused 0 0 0 1 0 0 0 0 0 0 0 0 

 
 

Other Changes Since Previous Survey  

There was increased mention of fruit and vegetables  among: 

¶ People in the at-risk group (up 4% to 64%)  

¶ Main meal preparers (up 4% to 67%)  

¶ People living in areas of high deprivation (up 5% to 63%)  

¶ Males aged 25 to 44 years (up 8% to 64%)  

¶ Those who were responsible for any children (up 5% to 68%*)  

¶ Those interested in being more physically active (up 4% to 67%*)  

 

The general nutrition  category had increased mentions among: 

¶ Cook Island Maaori (up 13% to 62%)  

¶ Those in the at-risk group (up 5% to 59%)  
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¶ People who a doctor would describe as overweight (up 7% to 61%*) 19 

¶ For people who were main meal preparers, there was an increase (up 7% to 
62%*)  

¶ Household shoppers (up 6% to 62%*)  

¶ People living in areas of low deprivation (up 9% to 63%*) and medium 
deprivation (up 8% to 62%*)  

¶ For males aged 45 or over (up 8% to 56%)  

¶ Females aged 25 to 44 years (up 7% to 65%)  

¶ Females aged 45 years and over (up 6% to 63%)  

¶ Those responsible for any children (up 8% to 62%*) and three or more 

children (up 12% to 60%*)  

¶ Those interested in eating more healthily (up 5% to 60%*)  

¶ Those interested in being more physically active (up 6% to 62%*)  

 

There was increased mention of reducing fat consumption  by: 

¶ Main meal preparers (up 5% to 51%)  

¶ People living in areas of high deprivation (up 5% to 49%)  

¶ People who were sedentary (up 10% to 50%)  

 

There was decreased mention of takeaways/junk food  among: 

¶ Samoan people(down 11% to 15%*)  

¶ People in the at-risk group (down 5% to 28%*)  

¶ People who a doctor would describe as overweight (down 7% to 27%*)  

¶ Those with a family history of diabetes (down 7% to 28%*)  
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  When comparisons are being made with the previous survey, the overweight 
category includes obese persons and excludes persons with diabetes 

¶ Meal preparers (down 6% to 30%*)  

¶ Household shoppers (down 7% to 29%*)  

¶ People living in areas of low deprivation (down 7% to 34%*) and high 
deprivation (down 6% to 22%*)  

¶ Males aged 16 to 24 years (down 12% to 25%*)  

¶ Males aged 45 or older (down 7% to 23%)  

¶ Females aged 16 to 24 years (down 20% to 22%*) and females aged 45 or 
older (down 9% to 27%*)  

¶ Those responsible for any children (down 4% to 28%)  

¶ Those interested in eating more healthily (down 7% to 26%*)  

 

There was decreased mention of reducing portion size  among: 

¶ Samoan people (down 11% to 24%*)  

¶ Cook Island Maaori (down 15% to 22%*)  

¶ Tongan people (down 11% to 18%)  

¶ People in the at-risk group (down 6% to 28%*)  

¶ People who a doctor would describe as overweight (down 7% to 29%*)  

¶ People who were obese (down 12% to 25%*)  

¶ People with a family history of diabetes (down 11% to 25%*)  

¶ Main meal preparers (down 4% to 28%*)  

¶ Household shoppers (down 6% to 27%*)  

¶ People living in areas of high deprivation (down 9% to 22%*)  

¶ Males aged 16 to 24 years (down 12% to 15%*)  

¶ Females aged 25 to 44 years (down 11% to 26%*)  

¶ Those responsible for any children (down 7% to 26%*) and three or more 
children (down 11% to 24%*)  

¶ Those interested in eating more healthily (down 4% to 27%*)  
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¶ Those interested in being more physically active (down 6% to 27%*)  

 

There was increased mention of controlling sugar intake  by females aged 

45 years or older (up 6% to 26%*).  There was decreased mention by males 

aged 16 to 24 years (down 12% to 6%*). 

 

The general lifestyle  category received increased mentions by:  

¶ Those in the at-risk group (up 3% to 15%)  

¶ People who were sedentary (up 12% to 19%*)  

¶ Females aged 16 to 24 years (up 6% to 10%)  

 

Education/professional advice/ assistance  had increased mentions by: 

¶ Those in the at-risk group (up 3% to 12%*)  

¶ People who a doctor would describe as overweight (up 4% to 13%)  

¶ Those with a family history of diabetes (up 5% to 12%*)  

¶ Household shoppers (up 3% to 13%*)  

¶ People living in medium deprivation areas (up 3% to 12%)  

¶ Those interested in eating more healthily (up 4% to 13%*)  

 

Differences Within Current Survey 

Those who said physical activity  were less prevalent among:  

¶ Tongan people (85% vs 92% of total sample)  

 

Those who said fruit  and vegetables  were more prevalent among:  

¶ Females aged 16 to 24 years (74% vs 64% of total sample)  

¶ Females aged 25 to 44 years (73%)  

And less  prevalent among: 

¶ Males aged over 45 years (54%) 

 

Those who said nutrition in general  were less prevalent among:  

¶ Niuean people (40% vs 61% of total sample)  

 

Those who said fat  were more prevalent among:  

¶ Females aged 25 to 44 years (57% vs 48% of total sample)  

And less  prevalent among: 

¶ Those with a family history of diabetes (42%)  

¶ Females aged 16 to 24 years (39%) 

 

Those who said takeaways/ junk food  were more prevalent among:  

¶ Those from low deprivation areas (34% vs 28% of total sample)  

And less  prevalent among: 

¶ Those from high deprivation areas (22%)  

¶ Samoan people (15%) 

¶ Tongan people (15%) 

¶ Cook Island Maaori (14%) 
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Those who said portion size  were more prevalent among:  

¶ Those from low deprivation areas (32% vs 27% of total sample)  

And less  prevalent among: 

¶ Those from high deprivation areas (22%)  

¶ Males aged 16 to 24 years (15%) 

 

Those who said sugar  were more prevalent among:  

¶ Females aged 45 years and over (26% vs 18% of total sample)  

¶ Main meal preparers (21%) 

And less prevalent among: 

¶ Females aged 16 to 24 years (7%)  

¶ Males aged 16 to 24 years (6%) 

 

Those who said lifestyle in general  were more prevalent among:  

¶ Sedentary persons (19% vs 13% of total sample)  

And less prevalent among: 

¶ Males aged 16 to 24 years (5%) 

Those who said professional advice/ education/ assistance  were less 

prevalent among:  

¶ Males aged 25 to 44 years (7% vs 11% of total sa mple) 

 

Those who said alcohol  were more prevalent among: 

¶ Those from low deprivation areas (12% vs 8% of total sample)  

And less  prevalent among: 

¶ Those from high deprivation areas (5%)  

¶ Samoan people (3%) 

¶ Males aged 16 to 24 years (2%) 

 

Those who said donôt know  were more prevalent among:  

¶ Tongan people (8% vs 3% of total sample)  
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CONCERN WITH THE HEALTH RISKS OF BEING 

OVERWEIGHT  

There was a small improvement, with a three percent decrease in the 

proportion disagreeing that they are worried that they or some one in their 

family has health problems or may get health problems because of being 

overweight20.  There was no change from the four -in-ten who agreed with this 

statement. 

Maaori had a marked increase of 15 percent (from 49 percent to 64 percent*).  

Pacific people showed the reverse trend, decreasing by 7 percent to 64 

percent*.  While people from Other ethnic groupings showed no significant 

changes in level of agreement, they did show a decrease in disagreement, 

which contributes to an improvement (down 5% to 45%).  

                                                
20 As with all the agree/disagree scales, the 'agree' figures are for those who 'agreed' 

and 'strongly agreed' with the statement of interest.  If the respondent had diabetes 
they responded to a slightly different statement that read: "I am worried that 
someone in my family has diabetes or may get it". 

Graph 1:  Concern with health risks of being overweight 
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Table 4:  Worried that I/family has or may get health problems because of being overweight 

WORRIED THAT I/ 
FAMILY HAS OR MAY 
GET HEALTH 
PROBLEMS 
BECAUSE OF BEING 
OVERWEIGHT 

TOTAL MAAORI PACIFIC SOUTH ASIAN OTHER ASIAN OTHER 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

2,520 2,363 594 606 712 594 299 430 306 214 998 868 

% % % % % % % % % % % % 

Agree 40 40 49ŷŷ 64ŷŷƶƶ 71ŷŷ 64ŷŷƸƸ 45 49ŷŷ 34 34 30ŹŹ 28ŹŹ 

Disagree 40 37Ƹ 27ŹŹ 22ŹŹƸ 14ŹŹ 20ŹŹƶƶ 40 33 43 47ŷŷ 50ŷŷ 45ŷŷƸ 

 

Other Changes Since Previous Survey  

People who were now more likely to agree that they were worried were: 

¶ Males aged 16 to 24 years (up 13% to 41%*)  

¶ Those who a doctor would describe as obese (up 10% to 71%)  

 

As noted above, decreased disagreement  is also a sign of improvement.  

The following were groups who had increased disagreement but not increased 

agreement: 

¶ Meal preparers (down 5% to 29 %*)  

¶ People from medium deprivation areas (down 7% to 36%*)  

¶ Females aged 16 to 24 years (down 9% to 31%*)  

¶ Those who are interested in eating more healthily (down 5% to 29 %*)  

 

People who were less likely to agree  that they were worried were:  

¶ Those with a family history of diabetes (down 6% to 49%)  

¶ People with diabetes (down 11% to 50%)  

¶ Those responsible for children (down 7% to 40%*)  

¶ Those responsible for three or more children (down 10% to 45%*)  

 

Differences Within Current Survey 

People more  likely to agree that they were worried were:  

¶ Those with diabetes (50% vs 40% for total sample*)  

¶ Those with a family history of diabetes (49%*)  

¶ Those who were in the at -risk group (45%*)  

¶ Samoan people (67%*)  

¶ Cook Island Maaori people (65%*)  

¶ Tongan people (67%*)  

¶ Niuean people (56%) 

¶ People who were interested in eating more healthily (49%*)  

¶ People who were interested in being more physically active (44%*)  

¶ Females aged 16-24 years (52%*)  

¶ People from areas of high deprivation (52%*)  

¶ People who were obese (58%*)  

Disagreement  with this statement was greater among:  

¶ People from areas of low deprivation (51% vs 37% of those answering*)  
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AWARENESS OF RECOMMENDED WEIGHT AND BODY 

SHAPE TO BE HEALTHY  

There was a six percent decrease in the proportion who agreed that they knew 

what the recommended weight  was for them to be healthy (down to 70%).  

Maaori (down 7% to 66%*) and Other ethnic group ings (down 8% to 70%*) 

showed the most change.  

There was a significant four percent* decrease in agreement that respondents 

knew what the recommended body shape was for them to be healthy.  This 

decrease was also evident among the Other ethnic groupings (down 5% to 

70%).  

 

 

Table 5:  Awareness of recommended weight and body shape 

AGREEMENT WITH 
STATEMENTS 

TOTAL MAAORI PACIFIC SOUTH ASIAN OTHER ASIAN OTHER 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

2,520 2,363 594 606 712 594 299 430 306 214 998 868 

% % % % % % % % % % % % 

Know what the recommended weight is for me to be healthy 

 Agree 76 70ƸƸ 73 66ƸƸ 70ŹŹ 66 80 75ŷ 76 76 78 70ƸƸ 

 Disagree 8 9 7 14ŷŷƶƶ 15ŷŷ 13ŷŷ 6 7 7 7 6 7 

Know what the recommended body shape is for me to be healthy 

 Agree 73 69ƸƸ 68Ź 65Ź 72 67 71 72 68 66 75 70Ƹ 

 Disagree 8 9 11ŷŷ 14ŷŷ 10 11 8 11 7 10 7 8 

 

 

Recommended body weight to be healthy  

Other Changes Since Previous Survey 

People who were now less likely to agree that they knew their recommended 
body weight were: 

¶ Those in the at-risk group (down 9% to 66%*)  

¶ Those who a doctor would describe as overweight (down 9% to 65%*)  

¶ Those who a doctor would describe as obese (down 15% to 62%*)  

¶ People who had a family history of diabetes (down 8% to 68%*)  

¶ Main meal preparers (down 7% to 71%*)  

¶ Household shoppers (down 8% to 70%*)  

¶ People living in low deprivation areas (down 10% to 71%*)  

¶ People living in medium deprivation areas (down 9% to 67%*)  

¶ Males aged 25 to 44 years (down 8% to 68%)  

¶ Females aged 25 to 44 years (down 7% to 71%)  

¶ Females aged 45 years and over (down 8% to 73%*)  

¶ Those responsible for any children (down 10% to 67%*)  
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¶ Those who were interested in eating more healthily (down 5% to 69%*)  

¶ Those who were interested in being more active (down 5% to 70%*)  

 

For people who were sedentary, there was an increase in the proportion who 

disagreed (up 8% to 14%).  

 

Differences Within Current Survey 

Groups who were more likely than the total sample  to agree that they knew 

their recommended body weight were: 

¶ People with diabetes (85% vs 70% of total sample)  

Groups who were less likely to agree were: 

¶ Males aged 16 to 24 years (60%)  

¶ Females aged 16 to 24 years (55%) 

There was higher disagreement among: 

¶ Sedentary persons (14% vs 9% of the total sample)  

 

Recommended body shape to be healthy  

Other Changes Since Previous Survey 

People who were now less likely to agree that they knew what the 
recommended body shape was for them to be healthy included: 

¶ The at-risk group (down 5% to 66%)  

¶ Those who a doctor would describe as overweight (down 5% to 64%)  

¶ Main meal preparers (down 4% to 71%)  

¶ Household shoppers (down 4% to 70%)  

¶ People living in low deprivation areas (down 5% to 71%)  

¶ Males aged 25 to 44 years (down 8% to 67%)  

¶ Females aged 45 years and over (down 6% to 72%*)  

¶ Those responsible for children (down 6% to 67%*)  

¶ Those who were interested in eating more healthily (down 3% to 68%)  

¶ Those who were interested in being more active (down 4% to 68%)  

Differences Within Current Survey 

Females aged 16 to 24 years were less likely than the total sample  to agree 

that they knew their recommended body weight were females aged 16 to 24 

years (60% vs 69% for total sample).  

Females aged 25-44 years and over had higher disagreement (14% vs 9%*).  

 

 

PREVA LENCE OF OVERWEIGHT AND OBESE PERSONS  

Self-reported height and weight were collected in the current survey (but not 

the previous survey), to allow an estimation of body mass index (BMI).  A BMI 

of 25 to 29.9 is considered being overweight, while 30 plus is considered 

obese.   

There were a quarter of the sample who would be classified as obese, while 

just over another quarter (28%) would be classified as overweight on the basis 

of their self -reported height and weight.  As there were eight percent where 

there was insufficient information provide d to calculate the BMI, the 

proportions who would be overweight and obese were effectively slightly 

higher.   

Calculated obesity rates were highest among the Pacific people where one-in-

two reached a BMI of 30 or over.  The rate was also high for Maaori (4 4%).  
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These rates differ from those of the New Zealand Health Survey, which were 

based on actual height and weight measurements. Nationally age-standardised 
adult obesity rates were 61% for Pacific peoples and 40% for Maaori, while 

modelled estimates for Counties Manukau, based on the population sample 
from this area (1300 people aged 15+ years), were 78% for Pacific and 51% 

for Maaori.  
 
Table 6:  BMI 

BMI 

Total Maaori Pacific 
South 
Asian 

Other 
Asian Other 

2,363 606 594 430 214 868 

% % % % % % 

Less than 25 39 18ŹŹ 11ŹŹ 49ŷŷ 65ŷŷ 48ŷŷ 

Overweight:  25 to 29.9 28 29 17ŹŹ 32 25 32 

Obese:  30+ 25 44ŷŷ 50ŷŷ 17ŹŹ 7ŹŹ 17ŹŹ 

Don't know/ refused 8 9 22ŷŷ 3ŹŹ 2ŹŹ 4ŹŹ 

 

MATCH BETWEEN BMI AND SELF -REPORT  

In the questionnaire persons were asked: "If a doctor was checking your body 

shape and weight today, do you think they would say you were overweight?"  

If they said "Yes", they were then asked: "And would the doctor be likely to 

say you were obese?"  There were only 12 percent who reported themselves 

as obese and another 28 percent as overweight.  

The table which follows shows that only one -in-three (33%) of those who were 

classified as obese via the estimated BMI actually reported themselves as 

being obese.  Another 41% reported themselves as being overweight, leaving 

a quarter who did not even consider themselves overweight or were unsure.   

Among those who were overweight as measured via the estimated BMI, 42 

percent reported themselves in this category and another seven percent 

thought they were obese.  This left just over half (51%) who did not consider 

themselves overweight or were unsure.  
 

Table 7:  Doctor likely to say obese/overweight, by BMI 

  BMI 

DOCTOR LIKELY 
TO SAY OBESE/ 
OVERWEIGHT 

Total 
Less 

than 25 
Overweight  
25 to 29.9 

Obese 
30+ 

Don't know/ 
refused 

2,363 879 629 617 238 

% % % % % 

Obese  12 1ŹŹ 7ŹŹ 33ŷŷ 24ŷŷ 

Overweight  28 8ŹŹ 42ŷŷ 41ŷŷ 30 

 

The following table shows the data that was collected in both surveys, which 

was based on whether people thought a doctor would say they were 

overweight or obese.  These figures include people with diabetes.  The obese 

levels remained at a similar level to the previous survey (12%), but levels for 

Maaori increased by 8 percent to 26 percent*.  

Those who thought they were overweight decreased by three percent to 28 

percent.  This decrease was evident for Maaori (down 7% to 27%*), and 

Other Asians (down 5% to 16%, but not a significant change).  
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Table 8:  Doctor likely to say obese/overweight 

DOCTOR LIKELY TO 
SAY OBESE/ 
OVERWEIGHT 

TOTAL MAAORI PACIFIC SOUTH ASIAN OTHER ASIAN OTHER 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

2,520 2,363 594 606 712 594 299 430 306 214 998 868 

% % % % % % % % % % % % 

Obese  13 12 18 26ŷŷƶƶ 32ŷŷ 26ŷŷƸ 12 10 5ŹŹ 7Ź 8ŹŹ 7ŹŹ 

Overweight  31 28Ƹ 34ŷŷ 27ƸƸ 28 27 22ŹŹ 24 22ŹŹ 16ŹŹ 32 29 

 

 

Other changes since previous survey 

Other groups reporting the doctor being less likely to say they were obese  

were: 

¶ Those with three or more children, who reported a decrease (down 6% to 

16%)  

¶ Females aged 25 to 44 years (down 5% to 14%)  

 

Other groups reporting a decrease in being overweight were: 

¶ People who were sedentary (down 9% to 34%)  

¶ Household shoppers (down 4% to 33%)  

¶ People in areas of high deprivation (down 5% to 31%)  

¶ Males aged 25 to 44 years (down 15% to 25%*)  

¶ Those who were responsible for any children (down 5% to 32%)  
 

 

TYPES OF PEOPLE WHO WERE MORE LIKELY TO BE 

OBESE  

Obese persons , based on an estimated BMI of over 30, were  more prevalent 

among: 

¶ Those with a history of diabetes during pregnancy but not currently with 

diabetes (51% vs 25% of total sample*)  

¶ People with diabetes (46%*)  

¶ People from high deprivation areas (37%)  

¶ Those with a family history of diabetes (31%*)  

¶ Those who were at risk of diabetes (32%*)  

¶ All of the Pacific groups: Samoan people (50%*), Cook Island Maaori 
(53%*), Tongan (48%*), Niuean (49%*) a nd Other Pacific people (42%*)  

¶ Those responsible for three or more children (32%)  

¶ Those interested in eating more healthily than they currently do (30%)  

¶ Those interested in being more physically active (28%*)  

And less prevalent among: 

¶ People from low deprivation areas (14%)  

¶ Females 16 to 24 years (14%) 
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TYPES OF PEOPLE WHO WERE MORE LIKELY TO BE 

OVERWEIGHT  

Overweight  persons, based on an estimated BMI of 25 to 29.9, were  more 

prevalent among: 

¶ Those with diabetes (46% vs 28% of total sample) 

¶ Males aged 25 to 44 years (39%) 

¶ Males aged 45 years and over (37%) 

¶ People from low deprivation areas (35%) and medium deprivation areas 
(33%)  

¶ Those with a family history of diabetes (31%)  

And less prevalent among: 

¶ People from high deprivation areas (22%)  

¶ Females aged 25 to 44 years (21%) 

¶ Males aged 16 to 24 years (14%) 

¶ Females aged 16 to 24 years (9%) 

¶ People who were sedentary (22%) 

 

COMPARISONS WITH NZ HEALTH SURVEY DATA  

The graph below makes comparison with CMDHB data from the most recent 

New Zealand Health Survey, which was undertaken in 2006/07.  This involves 

face to face interviews and actual measurement of height, weight and waist 

girth, so their data might be assumed to be more accurate in that respect.  

However, the limited sample size and the required modelling does reduce the 

accuracy of the NZHS data.  Evidence of its limitations was that the individual 

levels for being obese and overweight for Pacific totalled 104 percent, even 

though the combined total that NZHS calculated was 96 percent.  The 

comparisons suggest that the LBD levels reported (based on the estimated BMI 

using self-reported height and weight) might be understated.  

 

Graph 2:  Prevalence of being overweight and obese comparison with NZHS 
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Very limited self recognition of being overweight and 
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The fact that self -reported weight and height lead to lower BMI estimates than 

when actual measurements are used is important in the context of the finding 
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implies that self recognition of overweight and obesity is still very 

limited for the CMDHB population and this has major implications for 

ongoing  awareness raising initiatives and programme planning.   

 

Need to consider results in context of changes in 

campaign direction  

The responses to the question on what they could do if they wanted to have a 

healthy weight need to be considered in re lation to the later question which 

asked "what can be done to prevent diabetes".  When the first campaign 

began the emphasis was on addressing obesity rather than diabetes directly, 

so the question on how to have a healthy weight was the key measure of 

success of that campaign direction.  However the direction of the campaign 

changed to emphasise diabetes and therefore the later question on how to 

prevent diabetes is more likely to reflect the impacts of the campaign overall.   

For example, that later quest ion did show some increase in mentioning 

reducing fat intake, which was not reflected in the responses to the healthy 

weight question. 

 

Some positive results for Maaori  

If people believe they or someone close to them is at risk of health problems 

because of being overweight, then it might be expected that they would be 

more motivated to change.  While the overall proportion who were worried 

that they or someone in their family has or may get health problems because 

of being overweight remained at four -in-ten, the 15 percent increase in 

concern among Maaori was a positive result.  Maaori also had increased 

mention of reducing sugar intake.   

While fewer Maaori now agreed that they knew what the recommended weight 

was for them to be healthy, this may reflect an increased appreciation of what 

it takes to be healthy, leading to an uncertainty as to whether they know what 

the recommended weight is for them.  The level of mismatch between people's 

(of all ethnic groups) perceptions as to whether they are overweigh t and obese 

and the BMI measures does raise questions as to whether people do really 

know what their recommended weight is.  Therefore a reduction in the 

proportions saying they know what their recommended weight is may reflect 

an increasing realistic perspective on matters.  

The increased Maaori rates of obesity, (based on what they think a doctor 

would say), reinforces the importance of improving Maaori knowledge and 

behaviours. 

Worsening results for Pacific people  

Pacific people had decreased mention of reducing takeaways/junk food and 

portion size and concern about health problems from being overweight.  As 

one of the key audiences for LBD this is a concern, particularly given one-in-

two were classified as obese using the BMI measure in this survey. 
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4.4  HE ALTHY EATING  

This section examines the following issues relating to healthy eating. 

¶ Fruit and vegetable consumption: 

È Awareness of minimum number of recommended servings 

È Reported levels of fruit and vegetable consumption 

¶ Other eating behaviours: drinking fi zzy/energy drinks, eating more than 
needed, having something to eat for breakfast, eating takeaway foods  

¶ Low fat cooking behaviours: cooking meat or vegetables in butter or lard, 
cooking meat with the fat removed or drained, cooking chicken with the skin 
on 

¶ Sources of support to eat healthily 

¶ Children's eating:  Support given by caregivers to children to eat healthily 

and the perceived healthiness of the food their children eat  

¶ Interest and difficulty in eating more healthily  

¶ Possible barriers to healthy eating 

Because it is a large and key section, it concludes with a section that seeks to 

integrate some of the findings relating to healthy eating.  Each of the separate 

sub-sections ends with its own discussion. 

 

FRUIT AND VEGETABLE CONSUMPTION  

Awareness o f Minimum Number of Recommended 

Servings  

Respondents were asked: "What is the minimum number of fruit and vegetable 

servings that adults are recommended to eat per day to stay healthy?" If they 

asked, they were told that "one serving of fruit or vegetables  is what fits into 

the palm of your hand or it's one cup of salad."  This question came directly 

after questions asking them how many servings of fruit and vegetables they 

eat on a typical day, and servings were defined as part of those questions.  

Under half (47%) gave the correct response of five servings (similar to the 

48% previously) while another three percent mentioned more than five 

servings (down from 4% previously).  The mean number of 4.3 remained 

unchanged.  There was a five percent* increase in those who did not know (up 

to 27%), with this increase also being evident among the Other ethnic 

grouping (up 6% to 24%).  

 
 

Graph 3:  Knowledge of recommended fruit and vegetable servings 

 

 

 

48
44

27 27 29

60

47 49

29
26

29

57

0

20

40

60

80

100

Total Maaori Pacific South Asian Other Asian Other ethnicity%

Pre-campaign Post-campaign

Aware of minimum 5 fruit and vegetable servings per day



 

 41 

Table 9:  Knowledge of recommended fruit and vegetable servings 

KNOWLEDGE OF 
RECOMMENDED 
MINIMUM NUMBER 
OF FRUIT AND 
VEGETABLE 
SERVINGS PER DAY 

TOTAL MAAORI PACIFIC SOUTH ASIAN OTHER ASIAN OTHER 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

2,520 2,363 594 606 712 594 299 430 306 214 998 868 

% % % % % % % % % % % % 

One to two 12 11 11 9 19 20ŷŷ 25 20ŷŷ 20 15 8 7ŹŹ 

Three 11 9 8 7 16 14ŷŷ 15 14ŷŷ 16 15ŷŷ 8 7Ź 

Four 3 3 5 2ƸƸ 5 5 2 6ƶƶ 3 4 2 2 

Five 48 47 44 49 27 29ŹŹ 27 26ŹŹ 29 29ŹŹ 60 57ŷŷ 

More than five 4 3ƸƸ 4 1Ƹ 6 1 1 4 5 3 4 3 

Don't know 22 27ƶƶ 28 31ŷ 28 31ƸƸ 30 30 28 34ŷ 17 24ƶƶ 

Mean 4.3 4.3 4.3 4.3 3.9 3.6ŹŹƸƸ 3.3 3.6ŹŹƶ 3.7 3.9ŹŹ 4.5 4.6ŷŷ 

 

 

Other Changes Since Previous Survey 

There were increased mentions of the correct five servings  for:  

¶ Males aged 16 to 24 years (up 14% to 61%*)  

 

There was decreased mention of the correct five servings for:  

¶ Males aged 25 to 44 years (down 8% to 34%)  

 

Differences Within Current Survey 

The proportion of people giving the correct five servings  per day was higher 

for:   

¶ Females aged 25 to 44 years (65% vs 45% for total sample)  

¶ Males aged 16 to 24 years (61%) 

¶ Females aged 16 to 24 years (61%)  

¶ Meal preparers (53%) 

 

REPORTED FRUIT AND VEGETABLE CONSUMPTION  

Number of fruit servings personally eat daily  

In interpreting the changes in  fruit and vegetable consumption, it must be 

remembered that this could have been affected by the differing times of the 

year that the survey took place, plus the changed economic climate.  

Respondents were asked: "On average how many, if any, 'servings' of fruit 

(fresh, frozen, canned or stewed) do you eat on a typical day? A serving is 

what fits into the palm of your hand, like a medium apple, one medium or two 

small plums.  Please do NOT include fruit juice or dried fruit."  It should be 

noted that fruit  juice (excluding cordial) is considered a serving of fruit, but it 
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was excluded to be consistent with the Ministry of Health approach, so the 

levels in this survey could be expected to have some under-reporting.   

The proportion eating two or more serving s of fruit per day decreased (from 

70% to 66%*). The proportion saying three servings decreased by four 

percent to 23 percent*, as did the proportion eating more than three (by 3% 

to 15%*).  There was a corresponding increase in those eating one or less (u p 

7% to 31%*).  There was a three percent* reduction in those who didn't eat 

any fruit.  The mean number of servings decreased from 2.4 to 2.2*.  

The decrease in eating two or more servings of fruit was evident among 

Maaori (down 8% to 62%) and Pacific peop le (down 7% to 64%).  Other 

Asians showed the opposite trend with an increase of nine percent to 73 

percent.   

The mean number of servings also decreased for Maaori (down from 2.6 to 

2.3*) and Pacific people (down from 2.6 to 2.2*), although it should be n oted 

that both groups had been above average in the previous survey and their 

current figures were similar to the current total sample level.  People of Other 

ethnic groupings decreased from 2.4 to 2.3.  

 

 

Table 10:  Fruit servings personally eat daily 

NUMBER OF FRUIT 
SERVINGS 
PERSONALLY EAT 
DAILY 

TOTAL MAAORI PACIFIC SOUTH ASIAN OTHER ASIAN OTHER 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

2,520 2,363 594 606 712 594 299 430 306 214 998 868 

% % % % % % % % % % % % 

Don't eat fruit 5 2ƸƸ 5 4ŷ 2ŹŹ 2 1ŹŹ 0Ź 4 1 6 2 

One or less servings 
per day 24 31ƶƶ 25 33ƶƶ 24 32 31ŷŷ 34 31ŷŷ 25 22 29ƶƶ 

Two servings per day 29 32ƶ 27 25ŹŹ 27 34ƶƶ 32 37ŷ 33 38 30 31 

Three servings per 
day 23 19ƸƸ 21 19 24 16ƸƸ 22 18 20 19 23 20 

More than three 18 15ƸƸ 23ŷŷ 19Ź 20 14ƸƸ 12Ź 10ŹŹ 10ŹŹ 16 18 16 

Don't know 1 1 0 1 3ŷŷ 2 0 0 1 1 0 1 

Eat 2 plus servings 
per day 70 66ƸƸ 70 62ƸƸ 71 64ƸƸ 67 65 64Ź 73ŷƶƶ 71 67 

Mean number of 
fruit servings 2.4 2.2ƸƸ 2.6ŷ 2.3ƸƸ 2.6ŷ 2.2ƸƸ 2.2Ź 2.1Ź 2.1ŹŹ 2.3 2.4 2.3Ƹ 
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Other Changes Since Previous Survey 

Those reporting decreased mean number of fruit servings  were: 

¶ Samoan people (from 2.6 to 2.1*)  

¶ Tongan people (from 3.0 to 2.2*)  

¶ People in the at-risk group (from  2.3 to 2.1*)  

¶ Those who a doctor would describe as overweight (from 2.4 to 2.1*) 21 

¶ Those who a doctor would describe as obese (from 2.6 to 2.1)  

¶ Those with a family history of diabetes (from 2.4 to 2.1*)  

¶ People with diabetes (from 2.5 to 2.1)  

¶ Main meal preparers (from 2.5 to 2.4*)  

¶ Main household shoppers (from 2.5 to 2.3)  

¶ People living in high deprivation areas (from 2.5 to 2.2*)  

¶ Males aged 16 to 24 years from 2.7 to 2.3)  

¶ Females aged 25 to 44 years (from 2.7 to 2.4*)  

¶ Females aged 45 years and over (from 2.6 to 2.4)  

¶ Those responsible for children (from 2.5 to 2.3*)  

¶ Those who were interested in eating more healthy (from 2.4 to 2.1*)  

¶ Those who were interested in being more active (from 2.4 to 2.2*)  

 

Differences within current survey 

Those consuming a higher mean  number of fruit servings , compared with 

the total sample, were:  

¶ Those responsible for three or more children (2.5 servings vs 2.2 for the 

total sample) 

                                                
21

  When comparisons are being made with the previous survey, the overweight 
category includes obese persons and excludes persons with diabetes 

¶ Meal preparers (2.4 servings) 

Those consuming a lower mean number of fruit servings , were:  

¶ Sedentary persons (1.9 servings) 

¶ Obese persons (2.1 servings) 

 

Number of vegetable servings personally eat daily  

The number of vegetable servings remained similar to the previous survey, 

with 40 percent eating three or more servings per day.  The mean number of 

servings also remained unchanged at 2.2.  There was a three percent increase 

in mention of one or less servings per day (up to 36%).   

Pacific people reported an 11 percent increase in the proportion who were 

eating three or more servings of vegetables (up to 26%), although this level 

still remained well below the total sample level of 40 percent.   
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Table 11:  Vegetable or salad servings personally eat daily 

NUMBER OF 
VEGETABLE OR 
SALAD SERVINGS 
PERSONALLY EAT 
DAILY 

TOTAL MAAORI PACIFIC SOUTH ASIAN OTHER ASIAN OTHER 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

2,520 2,363 594 606 712 594 299 430 306 214 998 868 

% % % % % % % % % % % % 

Don't eat vegetables 1 0 1 1ŷ 2ŷ 1 0 0 0 0 0 0 

One or less servings 
per day 33 36ƶ 32 34 49ŷŷ 44ŷŷ 41ŷŷ 47ŷŷ 33 38 27ŹŹ 31ŹŹ 

Two servings per day 32 30 33 35ŷ 33 33 35 32 42ŷŷ 32Ƹ 30 29 

Three servings per 
day 19 18 20 17 8ŹŹ 15ƶƶ 16 13Ź 16 15 23ŷŷ 20 

More than three 14 15 13 11Ź 4ŹŹ 6ŹŹ 7ŹŹ 6ŹŹ 8ŹŹ 13 19ŷŷ 20ŷŷ 

Don't know 1 0Ƹ 1 1ŷŷ 3ŷŷ 0ƸƸ 1 1 2 2 0 0 

Eat 3 plus servings 
per day 40 40 36 36 15ŹŹ 26ŹŹƶƶ 29ŹŹ 24ŹŹ 28ŹŹ 33 51ŷŷ 48ŷŷ 

Mean number of 
servings per day 2.2 2.2 2.2 2.1Ƹ 1.7ŹŹ 1.8ŹŹƶƶ 1.9ŹŹ 1.8ŹŹƸ 2.1Ź 2.1 2.4ŷŷ 2.4ŷŷ 

 

 

Other Changes Since Previous Survey 

There were increases in the mean number of vegetable or salad servings  

per day among the following groups:  

¶ Samoan people (from 1.6 to 1.8)  

¶ Cook Island Maaori (from 1.7 to 2.0)  

There were decreases among: 

¶ People with diabetes (from 2.3 to 1.9*)  

¶ Those who were sedentary (from 2.2 to 1.9*)  

¶ Main meal preparers (from 2.5 to 2.4)  

¶ Main household shoppers (from 2.4 to 2.3)  

¶ Those from medium deprivation areas (from 2.3 to 2.1*)  

¶ Those who were interested in eating more healthily (from 2.1 to 2.0)  

 

Differences within current survey 

Those consuming a higher mean number vegetable or salad servings , 

compared with the total sample, were:  

¶ Females aged 45 and over (2.5 servings vs 2.2 for total sample)  

¶ Females aged 25 to 44 years (2.4 servings) 
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¶ Meal preparers (2.4 servings) 

¶ People from low deprivation areas (2.4 servings) 

¶ Household shoppers (2.3 servings) 

Those consuming a lower mean number of  vegetable or salad s ervings  

were: 

¶ Sedentary persons (1.9 servings) 

¶ Those with diabetes (1.9 servings) 

¶ Females aged 16 to 24 years (1.9 servings) 

¶ Males aged 25 to 44 years (1.9 servings)  

¶ Those with a family history of diabetes (2.0 servings)  

¶ Obese persons (2.0 servings) 

¶ Males aged 45 years and over (2.0 servings)  

¶ Those interested in eating more healthy (2.0 servings)  

 

Total number of fruit and vegetable servings 

consumed  

When the number of fruit and vegetable servings were summed, the average 

person consumed 4.4 servings, which was a decrease on the 4.6 servings in 

the benchmark survey*.  There were also decreases for Maaori (down from 4.8 

to 4.4), South Asians (down from 4.1 to 3.8) and people of Other ethnic 

groupings (down from 4.9 to 4.7).  There were 42 percent who wer e eating 

the recommended five or more servings per day, which was a non -significant 

decrease from 45 percent in the previous survey.  Maaori were down from 44 

percent to 40 percent, but this was also not significant.  
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Table 12:  Total fruit and vegetable servings consumed 

TOTAL FRUIT AND 
VEGETABLE 
SERVINGS 
CONSUMED 

TOTAL MAAORI PACIFIC SOUTH ASIAN OTHER ASIAN OTHER 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

2,520 2,363 594 606 712 594 299 430 306 214 998 868 

% % % % % % % % % % % % 

Less than one 1 1 0 3ŷŷƶƶ 1 1 0 0 1 0 1 0 

1 to 1.9 3 5ƶƶ 5ŷ 2ŹŹƸ 2 6ƶƶ 4 4 4 2 3 5ƶƶ 

2 to 2.9 13 15 10Ź 17ƶƶ 14 17 16 20ŷŷ 13 15 13 13 

3 to 3.9 17 17 17 17 23ŷŷ 25ŷŷ 21 22ŷ 24ŷŷ 24ŷ 14Ź 14Ź 

4 to 4.9 20 18 22 17Ƹ 20 17 28ŷŷ 24ŷŷ 20 18 18 17 

5 to 5.9 15 17 10ŹŹ 15ƶ 13 14 10Ź 11ŹŹ 18 13 17 19 

6 to 6.9 12 11 11 11 11 10 8Ź 10 6ŹŹ 10 13 13 

7 or more 18 14ƸƸ 23ŷŷ 15ƸƸ 11ŹŹ 10ŹŹ 12Ź 7ŹŹƸ 12Ź 15 21ŷ 17Ƹ 

Don't know/ refused 2 2 2 2 5ŷŷ 2ƸƸ 1 1 3 3 1 1 

Mean number of 
servings per day 4.6 4.4ƸƸ 4.8 4.4ƸƸ 4.2ŹŹ 4.0ŹŹ 4.1ŹŹ 3.8ŹŹƸ 4.2ŹŹ 4.4 4.9ŷŷ 4.7ŷŷƸ 

Eat 5 plus servings 
per day 45 42 44 40 35ŹŹ 33ŹŹ 30ŹŹ 28ŹŹ 35ŹŹ 38 51ŷŷ 48ŷŷ 

 

Other Changes Since Previous Survey 

Decreases in mean numbers of fruit and vegetable servings  were 

present among: 

¶ Tongan people (from 4.7 to 3.8)  

¶ Those in the at-risk group (from 4.5 to 4.2*)  

¶ Those who a doctor would describe as overweight (from 4.6 to 4.3*) and 
obese (from 4.8 to 4.2*)  

¶ Those with a family history of diabetes (from 4.4 to 4.1*)  

¶ People with diabetes (from 4.8 to 4.0*)  

¶ Main meal preparers (from 5.0 to 4.7*)  

¶ Household shoppers (from 4.9 to 4.6*)  

¶ People in areas of medium deprivation (from 4.7 to 4.4*)  

¶ People in areas of high deprivation (from 4.5 to 4.2)  

¶ Females aged 16 to 24 years (from 4.7 to 4.2)  

¶ Females aged 25 to 44 years (from 5.2 to 4.8*)  

¶ Females aged 45 or more (from 5.2 to 4.9)  

¶ Those who were responsible for any children (from 4.6 to 4.4*)  

¶ Those interested in eating more healthily (from 4.5 to 4.2*)  
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¶ Those interested in being more active (from 4.6 to 4.4*)  

Differences within current survey 

Those reporting higher mean numbers of fruit and vegetable servings  

than the total sample were:  

¶ Main meal preparers (4.7 vs 4.4*)  

¶ People who were overweight (4.7*)  

¶ Household shoppers (4.6)  

¶ People living in areas of low deprivation (4.7*)  

¶ Females aged 25 to 44 years (4.8*)  

¶ Females aged 45 years or more (4.9*)  

¶ Those responsible for three or more children (4.7)  

Those who had fewer servings, on average, than the total sample were:  

¶ Samoan people (3.9*)  

¶ Tongan people (3.8*)  

¶ People who were obese (4.1*)  

¶ People in the at-risk group (4.2)  

¶ People with a family history of diabetes (4.1*)  

¶ People who were sedentary (3.8*)  

¶ People with diabetes (4.0)  

¶ People who live in areas of high deprivation (4.2)  

¶ Males aged 25 to 44 years (3.9*)  

¶ Males aged 45 years and over (4.0*)  

¶ Those interested in eating more healthily (4.2*)  

 

 

Eating two fruit and three vegetable servings per day  

Just over a quarter (26%) were eating at least two fruit and three vegetable 

servings per day, which did not differ statistically from the previous survey 

(28%).  Pacific people reported a six percent increase (from 11% to 17%*), 

while Other ethnic groupings decreased four percent (to 32%).  

 
Table 13:  Eat 2 fruit/3 vegetable servings or more per day 

EAT 2 FRUIT/ 3 
VEGETABLES 
SERVINGS OR MORE 
PER DAY 

TOTAL MAAORI PACIFIC SOUTH ASIAN OTHER ASIAN OTHER 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

2,520 2,363 594 606 712 594 299 430 306 214 998 868 

% % % % % % % % % % % % 

Eat 2 fruit and 3 
vegetable servings or 
more per day 28 26 25 22Ź 11ŹŹ 17ŹŹƶƶ 19ŹŹ 15ŹŹ 18ŹŹ 24 36ŷŷ 32ŷŷƸƸ 
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Other Changes Since Previous Survey 

Those reporting increased consumption of at least two fruit and three 

vegetable servings  per day were: 

¶ Samoan people (up 7% to 18%)  

¶ People with diabetes (up 10% to 18%)  

 

Those reporting decreased consumption of at least two fruit and three 

vegetable servings per day were: 

¶ People with diabetes (down 10% to 18%)  

¶ Main meal preparers (down 5% to 31%*)  

¶ Main household shoppers (down 4% to 30%)  

¶ Females aged 16 to 24 years (down 9% to 21%)  

¶ Females aged 25 to 44 years (down 8% to 30%*)  

¶ Those who were interested in eating more healt hily (down 3% to 22%)  

 

 

Differences within current survey 

People who ate 2 or more fruit and 3 or more vegetable servings  were 

more prevalent among: 

¶ Main meal preparers (31% vs 26%*)  

¶ Household shoppers (30%) 

¶ People in areas of low deprivation (33%*)  

¶ Females aged 45 years or older (35%*)  

This level of eating fruit and vegetables was less prevalent among: 

¶ Samoan people (18%*)  

¶ Cook Island Maaori (17%*)  

¶ Tongan people (16%*)  

¶ Niuean people (14%) 

¶ óOtherô Pacific people (13%) 

¶ People who were obese (22%) 

¶ People who were sedentary (20%*)  

¶ Those with a family history of diabetes (22%)  

¶ People with diabetes (18%*)  

¶ People in areas of high deprivation (21%*)  

¶ Males aged 25 to 44 years (19%*)  

¶ Those responsible for any children (23%) 

¶ Those interested in healthy eating (22%*)  

 

 

 

LINKS BETWEEN KNOWLEDGE AND BEHAVIOUR  

As shown in the graph below, people who thought the recommended minimum 

number of servings of fruit and vegetables was less than five tended to also 

consume lower amounts of fruit and vegetables. Those who knew that five 

servings was the recommended minimum amount averaged five servings, as 

did those who thought the recommended amount was higher than five.  Those 

who did not know the recommended minimum were at the same level as those 

who thought it was le ss than five. 
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Graph 4:  Link between knowledge of recommended servings and consumption 
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COMPARISONS WITH NEW ZEALAND HEALTH SURVEY  

As shown in the graphs which follow, despite the decrease in fruit consumption 

in the current LBD survey, the levels recorded for eating two plus servings per 

day were still higher than in the 2006 New Zealand Health Survey.  Conversely, 

the proportions consuming three plus servings of vegetables were much lower 

in both LBD surveys compared with the 2006 NZHS survey.   

It is difficult to understand the differences between the findings for the two 

surveys, given the questions used were quite similar.  The NZHS questions 

asked about eating "per day" whereas the LBD survey used the term "on a 

typical day".  The LBD survey also described a serving as "what fits into the 

palm of your hand", whereas the NZHS relied just on examples, but these did 

include an example of adding different quantities.  The LBD survey gave 

examples for fruit, but for vegetables simply described it as, "One serving of 

cooked vegetables is what fits into the palm of your hand or it's one cup of 

salad."  The NZHS survey included examples that mentioned specific 

vegetables, namely potato/kumara and peas.  It is also possible that the face 

to face nature of the NZHS may have allowed people more time to calculate 

their quantities. However, even if people were imagining different serving 

sizes, this doesn't explain why the LBD survey fruit figure was higher and the 

vegetable figure lower.   
 

 

Graph 5:  Consumed two or more fruit servings per day 
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Graph 6:  Consumed three or more vegetable servings per day ï comparison with 
NZHS 
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DISCUSSION  

Difficult to disentangle seasonal and economic 

effects  

The Consumer Price Index (CPI) for the June 2009 quarter shows that 

nationally, over the previous twelve months fruit prices had increased 18 

percent compared with a two percent increase for vegetables.  This suggests 

that the differing results between fruit and vegetables in this LBD may well be 

related to cost.  

The reduction in consumption of frui t may also reflect a seasonal influence, 

due to the availability, seasonal price differences, and freshness of fruit in the 

winter months.  It may also be that people are more inclined to want to eat 

fruit in warmer weather and eat more hot foods in winter .   

The fact that vegetable consumption had not decreased despite the seasonal 

influences may be an indicator that there has effectively been some 

improvement in this area.  The proportion eating at least two fruit and three 

vegetables also did not decrease despite the seasonal influences. 

 

Increasing knowledge of recommended five plus  

As noted in the benchmark report, the relatively low proportion who are able 

to correctly recall the recommended five plus servings of fruit and vegetables is 

a potential starting point for improving nutritional knowledge.  
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4.4.1  OTHER EATING BEHAVIOURS  

Respondents were asked how many times in the last seven days they adopted 

various eating/drinking habits.   

The consumption of fizzy or energy drinks  was asked as an indicative 

measure of sugar consumption and this showed one of the largest decreases 

recorded between the surveys with a nine percent decrease in having 

consumed in the last seven days (down 9% to 40%*).  Those who were 

drinking also reported drinking on fewer days (down from 3.0 to 2.6*).  

The decrease in the proportion consuming fizzy/energy drinks was particularly 

evident for Pacific people (down 14% to 52%*), and Other Asians (down 16% 

to 26%*), but also for South Asians (down 10% to 32% *) and Other ethnic 

groupings (down 7% to 38%*).  The same groups also showed decreases in 

the mean number of days they were drinking fizzy/energy drinks (based on 

those who were drinking it).  Pacific people decreased from 3.1 to 2.6 days*, 

South Asians from 3.0 to 2.3*, Other ethnic groupings from 3.1 to 2.5* and 

Other Asians from 2.9 to 2.2.  

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Graph 7:  Consumed fizzy/energy drinks in last 7 days 
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who were eating breakfast were now doing so on more days of the week (up 

from 5.1 to 5.7).  

 

Graph 8:  Had something to eat for breakfast on at least one day 
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Graph 9:  Eaten fast food/takeaways in last 7 days 
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Table 14:  Other eating behaviours 

PROPORTION DOING 
THIS IN LAST 7 DAYS 

TOTAL MAAORI PACIFIC SOUTH ASIAN OTHER ASIAN OTHER 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

2,520 2,363 594 606 712 594 299 430 306 214 998 868 

% % % % % % % % % % % % 

Drink fizzy/ energy 
drinks, not including 
diet or no-sugar 
versions 49 40ƸƸ 48 50ŷŷ 66ŷŷ 52ŷŷƸƸ 42Ź 32ŹŹƸƸ 42Ź 26ŹŹƸƸ 45 38ƸƸ 

Eat MORE than you 
needed 60 60 64 63 70ŷŷ 71ŷŷ 52ŹŹ 43ŹŹƸ 48ŹŹ 42ŹŹ 59 60 

Had something to eat 
for breakfast 92 93 88ŹŹ 92 90Ź 92 93 95 92 99ŷŷƶƶ 94 93 

Eat fast food/takeaways NA 59 NA 72ŷŷ NA 68ŷŷ NA 47ŹŹ NA 51Ź NA 58 

MEAN NUMBER OF 
DAYS IN LAST 7             

Drink fizzy/energy drinks, not including diet or zero sugar versions 

Those who did on at least 
one day 3 2.6ƸƸ 2.9 2.9ŷ 3.1 2.6ƸƸ 3 2.3ƸƸ 2.9 2.2Ƹ 3.1 2.5ƸƸ 

Based on total sample 1.5 1ƸƸ 1.4 1.4ŷŷ 2ŷŷ 1.4ŷŷƸƸ 1.3 0.7ŹŹƸƸ 1.2Ź 0.6ŹŹƸƸ 1.4 1Ƹ 

Eat MORE than you needed 

Those who did on at least 
one day 3.1 3 3.2 3.8ŷŷƶƶ 3.1 2.9 2.4ŹŹ 2.3ŹŹ 2.8 2.5Ź 3.3 3.1 

Based on total sample 1.9 1.9 2.1 2.4ŷŷ 2.2ŷŷ 2.1 1.2ŹŹ 1ŹŹƸ 1.4ŹŹ 1.1ŹŹ 2 1.9 

Had something to eat for breakfast 

Those who did on at least 
one day 6.1 6.2ƶƶ 5.8ŹŹ 5.9ŹŹ 5.1ŹŹ 5.7ŹŹƶƶ 6.2 6.3 6.3ŷ 6.3 6.3ŷŷ 6.4ŷŷ 

Based on total sample 5.6 5.8ƶ 5.2 5.4ŹŹ 4.6ŹŹ 5.3ŹŹ 5.8 6ŷ 5.8 6.2ŷŷ 5.9 5.9 

Eat fast food/takeaways 

Those who did on at least 
one day NA 1.7 NA 2.1ŷŷ NA 2.1ŷŷ NA 1.6 NA 1.6 NA 1.5ŹŹ 

Based on total sample NA 1.0 NA 1.5ŷŷ NA 1.4ŷŷ NA 0.7ŹŹ NA 0.8Ź NA 0.9ŹŹ 

NA = Not asked 
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Fizzy/energy drinks  

Other Changes Since Previous Survey 

The decrease in the proportion who drank fizzy/energy drinks  at least 

once in the last seven days was evident among many groups, including: 

¶ Samoan people (down 13% to 60%*)  

¶ Cook Island Maaori (down 20% to 53%*)  

¶ Tongan people (down 12% to 46%)  

¶ Those who were in the at -risk group  (down 8% to 43%*)  

¶ Those who a doctor would describe as overweight (down 6% to 45%)  

¶ Those with a family history of diabetes (down 14% to 41%*)  

¶ Those who had diabetes (down 12% to 19%*)  

¶ Those who were main meal preparers (down 4% to 36%*)  

¶ Those who were household shoppers (down 7% to 36%*)  

¶ Those in the low deprivation level (down 11% to 32%*)  

¶ Those in the medium deprivation level (down 10% to 35%*)  

¶ Those in the high deprivation level (down 4% to 50%)  

¶ Males aged 16 to 24 years (down 8% to 76%)  

¶ Males aged 25 to 44 years (down 14% to 58%*)  

¶ Males aged 45 and over (down 16% to 29%*)  

¶ Those who were responsible for any children (down 8% to 48%*)  

¶ Those who were responsible for three or more children (down 18% to 
44%*)  

¶ Those who were interested in healthy eating (down 6% to 46%*)  

¶ Those who were interested in being more active (down 6% to 45%*)  

 

Among those who consumed fizzy drinks  in the last seven days, the decrease 

in the mean number of days of consumption  was present among: 

¶ Samoan people (from 3.1 to 2.5)  

¶ Cook Island Maaori (from 3.4 to 2.7)  

¶  'Other' Pacific people (from 3.5 to 2.4)  

¶ Those in the at-risk group (from 2.9 to 2.7)  

¶ People with diabetes (from 3.3 to 2.3)  

¶ Main meal preparers (from 2.9 to 2.4*)  

¶ Main household shoppers (from 2.8 to 2.4*)  

¶ People living in low deprivation areas (from 2.9 to 2.5) and medium 
deprivation areas (from 3.2  to 2.5*), plus high deprivation areas  (from 3.1 

to 2.7*)  

¶ Males aged 25 to 44 years (from 3.2 to 2.5*)  

¶ Males aged 45 years and over (from 3.2 to 2.5)  

¶ Those responsible for any children (from 2.9 to 2.7)  

¶ Those who were interested in eating more healthily (from 3.0 to 2.6 *)  

¶ Those who were interested in being more active (from 2.9 to 2.6*)  

 

Differences within current survey 

The proportion who had consumed fizzy drink  in the previous seven days 

was higher among: 

¶ Those interested in eating more healthily (46% vs 40% for total sample*)  

¶ Those interested in being more physically active (45%*)  

¶ People living in areas of high deprivation (50%*)  

¶ Males aged 16 to 24 years (76%*) and 25 to 44 years (58%*)  

¶ Females aged 16 to 24 years (69%*)  

¶ People who were responsible for any children (48%*)  
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¶ Samoan people (60%*)  

¶ Cook Island Maaori (53%*)  

¶ Niuean people (73%*)  

¶ óOtherô Pacific people (62%*) 

¶ People who were obese (51%*)  

 

Consumption of fizzy drink was less prevalent among: 

¶ Main meal preparers (36%*)  

¶ Household shoppers (36%) 

¶ People living in areas of low deprivation (32%*) and medium deprivation 
(35%)  

¶ Males aged 45 years or older (29%*)  

¶ Females aged 45 years or older (21%*)  

¶ People with diabetes (19%*)  

 

Among those who consumed fizzy drinks  in last 7 day, the mean number of 

days was higher for:  

¶ Males aged 16 to 24 years (3.6 vs 2.6*)  

¶ Tongan people (3.3*)  

¶ Females aged 16 to 24 years (2.9) 

¶ People with a family history of diabetes (2.9)  

The mean number of days was lower among: 

¶ Females aged 45 years or older (2.1*)  

Portion size  

Other Changes Since Previous Survey  

There was an increase in the proportion who  ate more than they needed  

in the last seven days among: 

¶ Males aged 16 to 24 years (up 20% to 74%*)  

There was a decrease among: 

¶ Those who a doctor would describe as obese (by 8% to 74%)  

¶ Males aged 25 to 44 years (down 8% to 58%)  

¶ Those responsible for three or more children (down 9% to 62%)  

 

Among those who ate more than they needed to in the last seven days, a 

increase in the mean number of days was present among: 

¶ Males aged 16 to 24 years (from 2.8 to 3.7*)  

There was an decrease in the mean number of days of eating more among:  

¶ Those with a family history of diabetes (from 3.4 to 3.1)  

¶ People who were sedentary (from 4.2 to 3.4*)  

¶ Males 45 years and over (from 3.6 to 2.8*)  

¶ Those who were responsible for three or more children (from 3.4 to 2.7*)  

¶ Those who were interested in eating more healthily (from 3.2 to 3.0)  

 

 

Differences within current survey 

The proportion who ate more than they needed on any of the last seven days 

was higher among: 

¶ Those interested in eating more healthily (69% vs 60% for total sample*)  
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¶ Those interested in being more active (66%*)  

¶ People from areas of high deprivation (65%)  

¶ Males aged 16 to 24 years (74%*)  

¶ Females aged 16 to 24 years (70%*) and 25 to 44 years (68%*)  

¶ People who were responsible for any children (64%)  

¶ Samoan people (76%*)  

¶ Tongan people (76%*)  

¶ People in the at-risk group (64%)  

¶ People who were obese (72%*)  

It was lower among: 

¶ People in areas of medium deprivation (54%*)  

¶ Males aged 45 or older (52%*)  

¶ People who were sedentary (53%) 

 

Among those who ate more than they needed , the mean number of days 

was higher among: 

¶ Males aged 16 to 24 years (3.7 vs 3.0*)  

¶ Niuean people(4.2*)  

¶ People who were obese (3.5*)  

¶ People who were sedentary (3.4) 

It was lower among: 

¶ People who were responsible for three or more children (2.7)  

 

 

Eating breakfast  

Other Changes Since Previous Survey   

There has been an increase in the proportion who had something to eat 

for breakfast  in the last seven days among the following:  

¶ Those in low deprivation areas (up 3% t o 97%*)  

¶ Males aged 45 and over (up 4% to 97%)  

There was a decrease in the proportion who had something to eat for 

breakfast among: 

¶ Those who a doctor would describe as obese (down 5% to 89%)  

¶ Females aged 25 to 44 years (down 7% to 88%*)  

¶ Those who were responsible for any children (down 3% to 90%*)  

 

Among those who ate breakfast in the last seven days, an increase in the 

mean number of days was present among: 

¶ Samoan people (from 4.9 to 5.4 breakfasts per 7 days*)  

¶ Tongan people (from 5.3 to 5.9*)  

¶ Those who a doctor would say were overweight (from 5.9 to 6.0)  

¶ People who were sedentary (from 5.5 to 5.9)  

¶ Main meal preparers (from 6.2 to 6.4 *)  

¶ Main household shoppers (from 6.2 to 6.3*)  

¶ People from high deprivation areas (from 5.8  to 6.0)  

¶ Males 45 years and over (from 6.2 to 6.7*)  
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There was a decrease among: 

¶ Males aged 16 to 24 years (from 5.6 to 5.1)  

¶ Females aged 25 to 44 years (from 6.2 to 6.0)  

 

Differences within current survey 

The proportion eating breakfast  on any of the last seven days was higher 

among: 

¶ People from areas of low deprivation (97% vs 93% for total sample*)  

¶ Males aged 45 years or older (97%*)  

¶ Females aged 45 years or older (97%*)  

¶ People who were overweight (95%)  

It was lower among: 

¶ People from areas of high deprivation (89%*)  

¶ Males aged 16 to 24 years (86%*)  

¶ Females aged 16 to 24 years (88%*) and 25 to 44 years (88%*)  

¶ People who were responsible for any children (90%*) and three or more 

children (88%*)  

¶ Tongan people (87%) 

¶ People who were sedentary (89%) 

 

Among those who were eating brea kfast , the mean number of days was 

higher among: 

¶ Main meal preparers (6.4 vs 6.2*)  

¶ Household shoppers (6.3) 

¶ People in areas of low deprivation (6.5*)  

¶ Males aged 45 years and older (6.7*)  

¶ Females aged 45 or older (6.6*)  

¶ People with diabetes (6.6*)  

¶ People who were overweight (6.5*)  

 

It was  lower among: 

¶ People in areas of high deprivation (6.0*)  

¶ Males aged 16 to 24 years (5.1*) and 25 to 44 years (6.0*)  

¶ Females aged 16 to 24 years (5.2*) and 25 to 44 years (6.0*)  

¶ Those responsible for any children (6.0*) or three or more (5.7*)  

¶ Samoan people (5.4*) 

¶ Cook Island Maaori (5.7*)  

¶ Tongan people (5.9) 

¶ Niuean people (5.7) 

¶ óOtherô Pacific people (5.2*) 

¶ People in the at-risk group (6.0*)  

¶ People who were obese (5.8*)  

¶ People with a family history of diabetes (5.9*)  

¶ People who were sedentary (5.9*)  

¶ Those interested in eating more healthily (6.0*)  

¶ Those interested in being more active (6.1*)  
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Eating takeaways  

Differences within current survey 

The proportion who had any fast food or takeaways  in the last seven days 

was higher among: 

¶ Those interested in being more active (65% vs 59% for total sample*)  

¶ Those interested in eating more healthily (63%)  

¶ People from areas of high deprivation (68%*)  

¶ Males aged 16 to 24 years (82%*) and 25 to 44 years (71%*)  

¶ Females aged 16 to 24 years (78%*) and 25 to 44 years (68%*)  

¶ People who were responsible for any children (66%*) and three or more 
children (70%*)  

¶ Samoan people (72%*)  

¶ Cook Island Maaori (78%*)  

¶ Niuean people (74%) 

¶ People with a family history of diabetes (65%*)  

It was  lower among: 

¶ People in areas of low deprivation (50%*)  

¶ Males aged 45 years or older (43%*)  

¶ Females aged 45 years or older (47%*)  

¶ People with diabetes (44%*)  

 

Among those who were eating takeaways/fast food , the mean number of 

days was higher among: 

¶ People in areas of high deprivation (1.9 vs 1.7*)  

¶ Males aged 16 to 24 years (2.5 *)  

¶ Females aged 16 to 24 years (2.3*)  

¶ Samoan people (2.2*) 

¶ Cook Island Maaori (2.2*)  

¶ Tongan people (2.1*)  

¶ Niuean people (2.3*)  

¶ People in the at-risk group (1.8)  

¶ People who were obese (2.0*)  

¶ People with a family history of diabetes (1.9)  

¶ People who were sedentary (2.1*)  

The mean number of days was lower among: 

¶ People in areas of low deprivation (1.5*)  

¶ People in areas of medium deprivation (1.5*)  

¶ Males aged 45 or older (1.4*)  

¶ Females ages 45 or older (1.5)  

¶ People with diabetes (1.4) 

¶ People who were overweight (1.5*)  

 

DISCUSSION  

Seasonal factors again likely to be influential  

The seasonal variation in the timing of the surveys again makes it difficult to 

know to what extent the reduced proportion  consuming fizzy and energy drinks 

was due to this possibly being a more prevalent activity in hotter weather.  

However, this was one of the most promoted messages in the LBD social 

marketing campaign, featuring in both the first and second campaigns.  The re 

was also media coverage of the LBD initiated move by McDonalds to swap one 

of their high sugar drinks for a zero sugar option.  
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This decrease in reported consumption of fizzy drinks is particularly relevant 

given Counties Manukau children had the highest reported rate of frequent 

consumption of fizzy drinks in the New Zealand Health Survey. 

 

Lack of impact on portion size  

The lack of progress in addressing portion size is again reflected in these 

findings.  However, given the lack of increase in awareness in the earlier 

question, it would have been surprising to see any other result in terms of 

behaviour change.  It takes a lot more to achieve behaviour change than 

increased awareness. 

 

Some possibly positive indicators around breakfast 

behaviours  

The increased proportion of Other Asian peoples eating any breakfasts and the 

increased number of days that Pacific people were eating breakfasts were 

changes in the right direction.  However, it is also possible that people might 

feel more inclined to eat bre akfast in the winter.  

 

4.4.2  LOW FAT COOKING BEHAVIOURS  

Almost three-fifths (58%) of main meal preparers reported that they 'never' 

cook meat or vegetables in butter or lard 22, followed by one-third who 

said 'sometimes' and one-in-ten (9%) who said they 'usually'  do.  These results 

were similar to the previous survey.  South Asians did report a decrease in 

'usually' cooking in this way (down 11% to 12%*).  The opposite trend was 

                                                
22

  If the respondent asked, they were told that this included ghee. 

apparent for Other Asians who reported a reduction in the 'never' category 

(down 13% t o 49%).  

There was an increase in the proportion of meal preparers who said they 

'usually' cook meat (including corned beef) with the fat removed or 

drained off (up 10% to 61%) ï see graph which follows.  This increase was 

also evident for South Asians (up 18% to 60%*) and Other ethnic groupings 

(up 14% to 69%).  The opposite trend was evident for Pacific meal preparers, 

where there was a six percent increase (to 17%) in those who said they 'never' 

cooked in this way. 

There was an increase in the proportion of meal preparers who said they 

'usually' cook chicken with the skin on  (up 5% to 36%).  This increase was 

evident for Other ethnic groupings (up 7% to 33%*) and Maaori (up 9% to 

60%).  Other Asians had increased mention of 'sometimes' cooking in this 

manner (up 14% to 50%) and a non -significant 10% decrease in 'usually' 

doing so. 
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Graph 10:  Cook meat with fat removed or drained off 
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Table 15:  Frequency cook food in various ways 

FREQUENCY COOK 
FOOD IN VARIOUS 
WAYS 

TOTAL MAAORI PACIFIC SOUTH ASIAN OTHER ASIAN OTHER 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

1,550 1,401 384 388 377 320 157 211 163 112 701 579 

% % % % % % % % % % % % 

Cook food in butter or lard 

Usually 9 9 12 13ŷ 19ŷŷ 15ŷŷ 23ŷŷ 12ƸƸ 10 12 5ŹŹ 7 

Sometimes 30 33 43ŷŷ 37 49ŷŷ 49ŷŷ 25 30 27 38 24ŹŹ 27Ź 

Never 61 58 45ŹŹ 50ŹŹ 32ŹŹ 35ŹŹ 51Ź 58 62 49Ƹ 71ŷŷ 66ŷŷ 

Cook meat (including corned beef) with fat removed or drained off 

Usually 58 61 52Ź 55 41ŹŹ 39ŹŹ 42ŹŹ 60ƶƶ 55 51 66ŷŷ 69ŷŷ 

Sometimes 26 24 32ŷ 24Ƹ 46ŷŷ 43ŷŷ 24 14ŹŹƸ 23 35ŷŷƶ 20ŹŹ 17ŹŹ 

Never 15 14 16 20ŷŷ 12 17ƶ 17 14 20 11Ƹ 14 12 

Do not cook meat - 
vegetarian 2 2 0Ź 1 2 0ŹŹƸ 17ŷŷ 12ŷŷ 1 3 0ŹŹ 2ƶ 

Cook chicken with the skin on 

Usually 35 36 53ŷŷ 60ŷŷƶ 45ŷŷ 45ŷŷ 7ŹŹ 11ŹŹ 36 25Ź 31 33 

Sometimes 33 36 28 23ŹŹ 34 33 17ŹŹ 11ŹŹ 37 50ŷŷƶ 36 40 

Never 28 25 17ŹŹ 14ŹŹ 17ŹŹ 20 62ŷŷ 68ŷŷ 26 21 29 25 

Do not cook meat ï 
vegetarian 2 2 0Ź 1 2 0ŹƸ 17ŷŷ 12ŷŷ 1 3 0ŹŹ 2ƶ 

Don't cook chicken 3 2Ƹ 2 2 2 2 3 1 1 1 4 2 

 

Cook meat or vegetables in butter or lard  

Other Changes Since Previous Survey 

There was a decrease in those saying that they 'usually' use butter or lard  

in their cooking among:  

¶ People with diabetes (down 6% to 3%)  

¶ People from low deprivation areas (down 4% to 3%)  

There was an increase in those saying that they 'sometimes' cook with 

butter or lard among: 

¶ Females aged 45 years and over (up 7% to 32%)  
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¶ Those in medium deprivation areas (up 12% to 40%*), who also had a 

decrease in saying that they 'never'  cook in this manner (down 11% to 
54%*)  

¶ Females aged 16 to 24 years (up 18% to 56%), who also had a decrease in 
saying 'never' (down 19% to 29%)  

 

For Tongan people there was an increase in the proportion saying they 

'usually' with cook with butter or lard  (up 14% to 23%).  

 

Differences Within Current Survey 

Those who 'usually' cook their meat or vegetables in butter or lard  were 

more prevalent among: 

¶ People from high deprivation areas (16% vs 9% for all persons answering)  

Those who 'sometimes' do were more prevalent among: 

¶ Females aged 16 to 24 years (56% vs 33% for all persons answering)  

¶ Males aged 25 to 44 years (43%) 

¶ People from medium deprivation areas (40%) 

Those who 'never' do were more prevalent among: 

¶ People from low deprivation areas (75% vs 58% for all persons answering)  

 

Cook meat (including corned beef) with the fat 

removed or drained off  

Other Changes Since Previous Survey 

There was an increase in the proportion saying they 'never'  cook meat with 

the fat removed or drained off  among: 

¶ Samoan people (up 9% to 15%)  

¶ People with a family history of diabetes (up 6% to 16%)  

 

For males aged 45 years and over, there was an increase in those who said 

they 'usually' cook with fat drained or removed (up 12% to 59%).  

For those who were responsible for three or more children there was a 

decrease in the proportion who said they 'usually' do (down 12% to 47%).  

 

Differences Within Current Survey 

Those who 'never' cook meat with the fat removed or drained  were more 

prevalent among: 

¶ Males aged 24 to 44 years (27% vs 14% for all persons answering)  

¶ Sedentary persons (21%) 

Those who 'sometimes' cook meat with the fat removed or drained were more 

prevalent among those with responsibility for three or more children (37% vs 

24% for all persons answering).  

 

Cook chicken with the skin on  

Other Changes Since Previous Survey 

There was an increase in the proportion who said they 'never' cook chicken 

with the skin on , among:  

¶ People with a family history of diabetes (up 8% to 31%)  

¶ Those who were responsible for three or more children (up 8% to 27%)  

 

Other changes were: 
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¶ Among males aged 45 years and over there was an increase in the 

proportion saying they óusuallyô do (up 12% to 48%) 

¶ Among males aged 25-44 years there was a decrease in the proportion 
saying they óusuallyô do (down 11% to 30%) 

 

Differences Within Current Survey 

Those who 'usually' cook chicken with the skin  on were more likely to be 

in the following groups:  

¶ Males aged 16 to 24 years (63% vs 36% for all persons answering)  

¶ Obese persons (50%) 

¶ Males aged 45 years and over (48%) 

 

Those who 'never' cooked chicken with the skin on were more likely to be from 

one of the 'Other' Pacific nations (43% vs 26% for all persons answering)  

DISCUSSION  

Mixed results  

The marked increase in removing fat while cooking is obviously a positive 

finding, especially as it is not likely to be a result of seasonal variations.  The 

other positive finding was the reduction in cooking in butter or lard by South 

Asian people.  However, these findings were somewhat countered by the 

worsening situation in terms of people 'usually' cooking chicken with the skin 

on.  

 

Still an opportunity to a ddress Pacific peopleõs and 

Maaori cooking patterns  

The benchmark survey report noted that while the messages about cooking in 

ways that reduce the fat intake had gained some acceptance, there was still 

room for improvement, especially in terms of removing  skin from chicken.  It 

also noted that both Pacific people and Maaori were relatively high for cooking 

patterns that were likely to contribute to diabetes.  This situation has not 

changed, so it is still appropriate to conclude that Pacific people and Maaori 

should be encouraged and supported to change these patterns. 
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4.4.3  SUPPORT TO EAT HEALTHILY  

The ability of people to successfully adopt healthy eating patterns is likely to 

be influenced by the support  they receive from people in their immediate 

environment.  Therefore respondents were read a list and asked: "Which of 

these people encourage or do things to make it easier for you to eat healthily?"   

Some of the options only applied to some respondents; for example if, when 

asked about support from their employers, they said they were not employed, 

they have been excluded from the base of people for whom the results are 

reported.  In such cases, there is a second line of data included which shows 

the percentages based on the total sample.  Taking 'people at your church or 

place of worship' as an example, there were over half (55%) of those who did 

regularly attend church who reported feeling supported by others who 

attended.  However because only a limited proportion of the total sample 

attended church regularly, when based on the total sample the figure was only 

one-fifth (21%).   

As can be seen from the table which follows, there was increased support 

reported from other adults in the household (up 3% to 73%), wider 

family/whaanau and close friends (up 5% to 59%*) and doctors/medical 

centre staff (up 4% to 60%).  There was a three percent decrease in support 

from employers, when the data was based on the total sample.  However there 

was not a significant decrease in employer support based on those who were 

employed, which suggests the total sample change was due to a reduction in 

the proportion employed.   

For this reason any changes reported for total sample on any of the measures 

in this table should be interpreted with caution.  However, it is still useful to 

report total sample levels, as it allows for comparison with the other measures 

to see which sources offer the most support.  

Among Maaori who had used a marae in the region, 53 percent (25% of all 

Maaori) said they had received support from people at the marae.  No 

comparison is made with the previous survey because of the different 

questions. 

The increased total sample support from other adults in the household was 

also present for South Asians (up 6% to 85%).  The increased support from 

family/whaanau and close friends was present among Maaori (up 9% to 

59%*) and Pacific people (up 5% to 72%).  Pacific people (up 7% to 84%), 

South Asians (up 7% to 76%) and Other Asians (up 9% to 61%) all reported 

increased support from their doctors or other staff at their health centre.  

There was increased mention of support from children in the household by 

South Asians (up 12% to 66%*), while Maaori reported increased support 

from work colleagues (up 10% to 50%* ). 
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Table 16:  Sources of support to eat healthily 

SOURCES OF 
SUPPORT TO EAT 
HEALTHILY 

TOTAL MAAORI PACIFIC SOUTH ASIAN OTHER ASIAN OTHER 

Pre 

campaign 

Post 

campaign 

Pre 

campaign 

Post 

campaign 

Pre 

campaign 

Post 

campaign 

Pre 

campaign 

Post 

campaign 

Pre 

campaign 

Post 

campaign 

Pre 

campaign 

Post 

campaign 

            

% % % % % % % % % % % % 

Other adults in your 
household  2,520 2,363 594 606 712 594 299 430 306 214 998 868 

 Yes 70 73ƶ 62ŹŹ 63ŹŹ 75ŷ 77ŷ 79ŷŷ 85ŷŷƶ 73 76 69 71 

Children in your 
household* 1,442 1,207 365 312 521 412 191 258 168 97 416 320 

 Yes 54 55 53 51 65ŷŷ 65ŷŷ 54 66ŷŷƶƶ 57 50 49 48Ź 

Children in your 
household 
(Total sample) 2,520 2,363 594 606 712 594 299 430 306 214 998 868 

 Yes 29 27 34ŷ 26ƸƸ 48ŷŷ 45 34 36ŷŷ 31 22Ƹ 22ŹŹ 20ŹŹ 

Your wider family/ 
whaanau and close 
friends 2,520 2,363 594 606 712 594 299 430 306 214 998 868 

 Yes 54 59ƶƶ 50 59ƶƶ 67ŷŷ 72ŷŷƶ 66ŷ 69ŷŷ 69ŷŷ 74ŷŷ 49ŹŹ 52ŹŹ 

Your employer** 1,931 1,610 477 434 576 407 247 334 256 151 681 535 

 Yes 34 33 34 36 58ŷŷ 55ŷŷ 40ŷ 46ŷŷ 34 37 24Ź 24ŹŹ 

Your employer 
(Total sample) 2,520 2,363 594 606 712 594 299 430 306 214 998 868 

 Yes 25 22Ƹ 27 26ŷ 46ŷŷ 36ŷŷƸƸ 34ŷŷ 36ŷŷ 28 26 17ŹŹ 16ŹŹ 

People you work 
with*** 1,999 1,663 487 445 592 412 254 349 259 157 718 558 

 Yes 41 43 40 50ŷŷƶƶ 64ŷŷ 66ŷŷ 53ŷŷ 61ŷŷ 47 49 30ŹŹ 32ŹŹ 

People you work 
with 
(Total sample) 2,520 2,363 594 606 712 594 299 430 306 214 998 868 

 Yes 32 30 32 37ŷŷ 53ŷŷ 44ŷŷƸƸ 45ŷŷ 49ŷŷ 40ŷŷ 36 22ŹŹ 22ŹŹ 

 1,029 1,011 134 156 475 402 164 241 131 98 238 235 
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SOURCES OF 
SUPPORT TO EAT 
HEALTHILY 

TOTAL MAAORI PACIFIC SOUTH ASIAN OTHER ASIAN OTHER 

Pre 

campaign 

Post 

campaign 

Pre 

campaign 

Post 

campaign 

Pre 

campaign 

Post 

campaign 

Pre 

campaign 

Post 

campaign 

Pre 

campaign 

Post 

campaign 

Pre 

campaign 

Post 

campaign 

            

% % % % % % % % % % % % 

People at your 
church or place of 
worship**** 

 Yes 54 55 60 55 69ŷŷ 66ŷŷ 57 60 50 55 39ŹŹ 43ŹŹ 

People at your 
church or place of 
worship 
(Total sample) 2,520 2,363 594 606 712 594 299 430 306 214 998 868 

 Yes 20 21 13ŹŹ 15ŹŹ 51ŷŷ 50ŷŷ 31ŷŷ 33ŷŷ 23 26 10ŹŹ 11ŹŹ 

People at your 
marae in Counties 
Manukau*****    235         

 Yes    53         

People at your 
marae in Counties 
Manukau 
(Total sample)    606         

 Yes    25         

Doctor/ medical 
centre staff 2,520 2,363 594 606 712 594 299 430 306 214 998 868 

 Yes 56 60ƶƶ 60ŷ 65ŷ 77ŷŷ 84ŷŷƶƶ 69ŷŷ 76ŷŷƶ 52 61ƶ 47ŹŹ 50ŹŹ 
* This is only asked of those who are responsible for their children 
** The base excludes people who were not in employment or who felt the question was not applicable (presumably mostly because they were employers) 
*** This base excludes people who were not in employment 
**** This is only asked of those who regularly attended church or a place of worship 
***** This is only asked of Maaori who have a marae in the region which they attend 
 
 

 



 

 67 

Other adults in household   

Other Changes Since Previous Survey 

Increased support from other adults in the household was reported by:  

¶ People from low deprivation areas (up 6% to 77%*)  

¶ Males aged 16 to 24 years (up 10% to 88%*)  

¶ Those who were interested in being more active (up 3% t o 76%)  

 
 

Differences Within Current Survey 

Those who said that other adults in the same household encourage them or 

make it easier for them to eat healthily were more prevalent among: 

¶ People interested in being more physically active (76% vs 73%*)  

¶ People in areas of low deprivation (77%)  

¶ Males aged 16 to 24 years (88%*)  

¶ Males aged 25 to 44 years (80%*)  

¶ Males aged 45 years or older (*78%)  

¶ Females aged 16 to 24 years (82%*)  

¶ Samoan people (83%*)  

¶ Tongan people (83%*)  

¶ óOtherô Pacific people (85%) 

¶ People with diabetes (80%)  

Support from other adults in the household was  less prevalent among: 

¶ Meal preparers (64%*)  

¶ Household shoppers (67%*)  

¶ Females aged 45 years or older (57%*)  

¶ Cook Island Maaori (63%) 

¶ People who were sedentary (58%*)  

 

Children in household  

Other Changes Since Previous Survey  

Those reporting increased support from children in the household were:  

¶ People with diabetes (up 18% to 78%)  

¶ Males aged 45 years and over (up 17% to 63%*)  

Those reporting decreased support from children in the household were : 

¶ Those with a family history of diabetes (down 10% to 49%*)  

 

Differences Within Current Survey 

Support from children was more likely among: 

¶ Females aged 25 to 44 years (62% vs 55%*)  

¶ Samoan people (70%*)  

¶ Tongan people (67%) 

¶ People with diabetes (78%*)  

It was less likely among: 

¶ Males aged 16 to 24 years (42%) 

¶ Males aged 25 to 44 years (45%*)  
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Wider family/whaanau and close friends  

Other Changes Since Previous Survey  

Those reporting increased support from wider family/whaanau and close 

friends were:  

¶ Samoan people (up 10% to 64%)  

¶ 'Other' Pacific people (up 21% to 81%)  

¶ Those in the at-risk group (up 4% to 57%)  

¶ Those who a doctor would describe as overweight (up 7% to 58%*)  

¶ People with diabetes (up 12% to 71%)  

¶ Main meal preparers (up 5% to 58%*)  

¶ People from low deprivation areas (up 5% to 57%)  

¶ Main household shoppers (up 6% to 60%*)  

¶ Males aged 25 to 44 years (up 16% to 66%*)  

¶ Those responsible for any children (up 6% to 63%*)  

¶ Those who were interested in eating more healthily (up 4% to 65%)  

¶ Those who were interested in being more active (up 3% to 60%)   

 

 

Differences Within Current Survey 

Those getting support from their wider family/whaanau and close friends were 

more prevalent among: 

¶ People interested in eating more healthily (65% vs 59%*)  

¶ People interested in being more physically active (63%*)  

¶ Males aged 25 to 44 years(66%*)  

¶ Females aged 16 to 24 years (71%*)  

¶ Females aged 25 to 44 years (63%) 

¶ People who were responsible for any children (63%*) or three or more 

children (70%*)  

¶ Samoan people (74%*)  

¶ Cook Island Maaori (68%) 

¶ Tongan people (68%) 

¶ óOtherô Pacific people (81%*) 

¶ People who were obese (62%) 

¶ People with diabetes (71%*)  

It was  less likely among: 

¶ Males aged 45 years or older (45%*)  

 

 

Employer  

Other Changes Since Previous Survey  

There was an increase in employer support recorded by:  

¶ Those in medium deprivation areas (up 7% to 35%)  

There was a decrease in employer support recorded by:  

¶ Household shoppers (down 4% to 33%)  

 

Differences Within Current Survey 

Those saying it was their employer were more prevalent among: 

¶ People who were interested in eating more healthily (38% vs 33%*)  

¶ People who were interested in being more active (38%)  

¶ People in areas of high deprivation (39%)  
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¶ People who were responsible for any children (38%) or three or more 

children (43%*)  

¶ Samoan people (60%*)  

¶ Cook Island Maaori (45%) 

¶ Tongan people (53%*)  

¶ óOtherô Pacific people (66%*) 

¶ People with a family history of diabetes (41%*)  

It was less likely among: 

¶ People in areas of low deprivation (25%*)  

¶ Males aged 45 and older (25%*)  

 

People work  with  

Other Changes Since Previous Survey  

There was increased support from fellow employees among the following 

groups: 

¶ Main meal preparers (up 5% to 46%)  

¶ People in medium deprivation areas (up 8% to 44%)  

¶ Females aged 25 to 44 years (up 9% to 54%*)  

¶ Those responsible for three or more children (up 10% to 58%)  

¶ Those who were interested in eating more healthily (up 5% to 49%)  

¶ Those who were interested in being more active (up 5% to 48%)  

There was decreased support among: 

 

Differences Within Current Survey 

Those saying it was the people they worked with who were supportive of their 

healthy eating were more prevalent among: 

¶ People who were interested in eating more healthily (49% vs 43%*)  

¶ People who were interested in being more physically active (48%*)  

¶ People from areas of high deprivation (51%*)  

¶ Females aged 25 to 44 years (54%*)  

¶ People who were responsible for three or more children (58%*)  

¶ Samoan people (71%*)  

¶ Cook Island Maaori (57%*)  

¶ Tongan people (63%*)  

¶ óOtherô Pacific people (76%*) 

¶ People with diabetes (60%*)  

¶ People who were obese (50%*)  

It was  less likely among: 

¶ People from low deprivation areas (32%*)  

¶ Males aged 45 years or older (30%*)  

 

Church or place of worship  

Other Changes Since Previous Survey  

There was increased support from the church or place of worship among:  

¶ Main meal preparers (up 6% to 54%)  

¶ Females aged 25 to 44 years (up 12% to 59%*)  

¶ Those interested in eating more healthily (up 5% to 59%)  



 

 70 

Differences Within Current Survey 

Those who said it was the people at their  church or place of worship were 

more prevalent among: 

¶ People who were interested in eating more healthily (59% vs 55%)  

¶ People who were interested in being more physically active (58%)  

¶ People from areas of high deprivation (61%*)  

¶ Females aged 16 to 24 years (66%)  

¶ People who were responsible for any children (59%) or three or more 
children (64%*)  

¶ Samoan people (69%*)  

They were less prevalent among: 

¶ People from areas of low deprivation (40%*) or medium deprivation (46%)  

¶ Males aged 45 years or older (41%*)  

¶ People who were sedentary (43%) 

¶ People who were overweight (45%)  

 

Doctors/medical centre staff  

Other Changes Since Previous Survey  

Increased support from primary care was reported by:  

¶ Samoan people (up 8% to 85%)  

¶ Cook Island Maaori (up 11% to 80%)  

¶ People who were sedentary (up 11% to 63%)  

¶ Main meal preparers (up 6% to 58%*)  

¶ Household shoppers (up 4% to 58%)  

¶ People in low deprivation areas (up 7% to 54%*)  

¶ People in high deprivation areas (up 5% to 67%)  

¶ Males aged 16 to 24 years (up 12% to 67%)  

¶ Females aged 25 to 44 years (up 8% to 58%*)  

¶ Those who were responsible for any children (up 8% to 66%*) and three or 
more children (up 13% to 75%*)  

¶ Those interested in eating more healthily (up 5% to 67%)  

¶ Those interested in being more active (up 5% to 66%*)  

 

Differences Within Current Survey 

Those saying it was their doctors/medical centre staff  who were more 

prevalent among: 

¶ People who were interested in eating more healthily (67% vs 60%*)  

¶ People who were interested in being more physically active (66%*)  

¶ People from areas of high deprivation (67%*)  

¶ Males aged 16 to 24 years (69%) 

¶ People who were responsible for any children (66%*) or three or more 
children (75%*)  

¶ Samoan people (85%*)  

¶ Cook Island Maaori (80%*)  

¶ Tongan people (84%*)  

¶ óOtherô Pacific people (82%*) 

¶ People who were obese (72%*)  

¶ People with diabetes (86%*)  

They were less prevalent among: 

¶ People from areas of low deprivation (54%*) or high deprivation (55%)  
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DISCUSSION  

Some evidence of effects of campaign emphasis on 

supporting others  

The campaign has included a focus on involving others in the change process 

and not just expecting individuals to change by themselves.  

The levels of support reported in the benchmark survey were already quite 

high for many of the sources, particularly the immediate and w ider family 

networks, which is where most of the food is consumed.  Therefore it is even 

more noteworthy that significant improvements have been achieved in these 

immediate and wider family networks, plus primary care.  The improved 

support from primary ca re is reinforced by other findings, as reported in the 

later section on primary care. 

 

Children do have influence  

As was noted in the benchmark report, it is interesting to note that more than 

half of those with children felt supported by the children, with this level being 

particularly high among Pacific people and South Asians (both two-thirds).  

This finding tends to support anecdotal reports of children bringing home 

health messages from school and using these to advise their parents about 

what behaviours they should adopt. 

Not able to examine support in detail  

The question asked did not ascertain the extent of support, so it could be that 

some of those who were already receiving support in the benchmark survey 

are now receiving greater levels of support that cannot be identified.  (The 

constraints on interview duration did not allow for more extensive 

questioning.) 

 

Clear ethnic differences  

There were some clear ethnic patterns, with Pacific and South Asian peoples 

being more likely than others to fee l they were receiving support from most 

sources, whereas people from Other ethnic groupings were less likely.  This 

may in part reflect ethnic differences in being open to receiving support, as 

much as actual differences in the level of support that has be en provided. 
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4.4.4  CHILDREN'S EATING  

SUPPORT GIVEN TO CHILDREN TO EAT HEALTHILY  

Those who were responsible for children in their household aged under 16 

years were asked: "How much support do you give to the children in your 

household to eat healthily?"  They were read the answer options listed in the 

table which follows. 

There was a decrease in the proportion who said they gave 'a lot' of support to 

their children to eat healthily (down 6% to 71%*).  This decrease was also 

evident for Pacific people (down 10% to 67%*).  

 
Table 17:  Support given to children to eat healthily 

AMOUNT OF 
SUPPORT GIVEN TO 
CHILDREN TO EAT 
HEALTHILY 

THOSE 
RESPONSIBLE FOR 

CHILDREN MAAORI PACIFIC SOUTH ASIAN OTHER ASIAN OTHER 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

1,442 1,207 365 312 521 412 191 258 168 97 416 320 

% % % % % % % % % % % % 

A lot 77 71ƸƸ 72 67 77 67ƸƸ 83 84ŷŷ 69Ź 71 77 72 

Some 17 22ƶƶ 18 23 14 23ƶƶ 11Ź 11ŹŹ 20 23 20 23 

A little 4 4 7ŷŷ 5 7ŷŷ 7ŷŷ 4 2 10ŷŷ 1Ƹ 1ŹŹ 2 

None 2 3ƶ 2 4 2 3 1 2 1 5 1 2 

Don't know 1 0 0 0 0 0 1 1 0 0 1 0 

 

 

Other Changes Since Previous Survey  

The decrease in providing 'a lot' of support  was present among: 

¶ Tongan people (down 14% to 70%)  

¶ Main meal preparers (down 7% to 77%*)  

¶ Main household shoppers (down 5% to 78%)  

¶ People from high deprivation areas (down 9%  to 65%*)  

¶ Females aged 24 to 44 years (down 5% to 78%)  

¶ Those responsible for any children (down 4% to 71%)  

¶ Those responsible for three or more children (down 13% to 64%*)  

¶ Those who were interested in eating more healthily (down 5% to 68%)  

 

 

Differences Within Current Survey 

Those who gave their children 'a lot' of support  were more prevalent among: 

¶ Females aged 45 and over (85% vs 71% for those responsible for children)  

¶ Household shoppers (78%) 
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¶ Meal preparers (77%) 

¶ Females aged 25 to 44 years (78%) 

¶ Those from low deprivation areas (81%)  

 

Giving 'a lot' of support was less prevalent among 16 to 24 year olds 

responsible for children, for both males (30%) and females (56%), which may 

well reflect them having infants, for whom they may feel the concept of giving  

support for healthy eating is not appropriate.  

 

PERCEIVED HEALTHINESS OF FOOD CHILDREN EAT  

Those responsible for children were asked: "And which of the following best 

describes how you feel about the overall type and amount of food they eat?"  

They were read the answer options shown in the table which follows.  

One-in-five felt it could be 'a lot' healthier.  The most common response was 

from two -fifths (41%) who felt it could be 'a bit healthier', whilst another two -

fifths (39%) felt it was 'healthy enough '.  These levels were similar to the 

previous survey. 

Other Asians were now more likely to feel their children's food could be 'a bit 

healthier' (up 19% to 50%*), with a corresponding decrease for feeling it 

could be 'a lot healthier' (down 10% to 11%) or that it is 'healthy enough' 

(down a non-significant 9%).  Maaori parents were now less likely to feel their 

children's diet was 'healthy enough' (down 9% to 26%).  
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Table 18:  How felt about children's food 

HOW FELT ABOUT 
CHILDREN'S FOOD 

THOSE 
RESPONSIBLE FOR 

CHILDREN MAAORI PACIFIC SOUTH ASIAN OTHER ASIAN OTHER 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

1,442 1,207 365 312 521 412 191 258 168 97 416 320 

% % % % % % % % % % % % 

It could be a lot 
healthier 19 20 22 27ŷŷ 33ŷŷ 32ŷŷ 22 26ŷ 21 11ŹƸ 10ŹŹ 10ŹŹ 

It could be a bit 
healthier 43 41 42 46 35ŹŹ 30ŹŹ 30ŹŹ 31ŹŹ 31ŹŹ 50ƶƶ 52ŷŷ 49ŷ 

It is healthy enough 37 39 35 26ŹŹƸ 32Ź 38 46ŷ 43 48ŷŷ 39 37 41 

Don't know/ refused/ 
not relevant 0 0 0 0 0 0 1 0 0 0 2 0 

 

 

Other Changes Since Previous Survey 

Those reporting an increased perception that their children's eating could be  

'a lot healthier'  were: 

¶ People from high deprivation areas (up 8% to 31%*)  

¶ Females aged 16 to 24 years (up 15% to 29%*)  

¶ Those who were interested in eating more healthily (up 3% to 24%)  

Other changes included: 

¶ For Males aged 16 to 24 years there was a decrease in those who felt their 

children's meals were healthy enough (down 17% to 33%)  

¶ For females aged 25 to 44 years there was a decrease in those who said that 

their children's eating could be 'a bit' healthier (down 9% to 37%*), while 
there was an increase in those who felt the ir eating was healthy enough (up 

7 percentage points to 43%)  

¶ Among those in medium deprivation areas (down 6% to 12%) there was a 
decrease in the perception that their childrenôs eating could be óa lotô 
healthier. 

 

Differences Within Current Survey 

Those who thought it could be 'a lot' healthier  were more prevalent among: 

¶ Those with diabetes (41% vs 20% of those who answered)  

¶ People from high deprivation areas (31%)  

¶ Obese persons (28%) 

 

 

LINK WITH SUPPORT GIVEN TO CHILDREN  

As shown in the table which follows, those who thought their children's eating 

was healthy enough were above average in feeling they gave their children 'a 
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lot' of support to eat healthily (83% compared with 71% for the total sample).  

Those who thought their children's eating could  be 'a bit' healthier were below 

average for giving 'a lot' of support (64%), as were those who felt their 

children's eating could be 'a lot' healthier (62%).  

  

Table 19:  Support given to children to eat healthily compared with felt about 
children's food 

SUPPORT GIVEN 
TO CHILDREN TO 
EAT HEALTHILY 
BY HOW FELT 
ABOUT 
CHILDREN'S 
FOOD 

 
HOW FELT ABOUT CHILDREN'S 

FOOD 

Those 
responsible for 

children 
It could be a 
lot healthier 

It could be 
a bit 

healthier 

It is 
healthy 
enough 

1,207 258 480 463 

% % % % 

A lot 71 62ŹŹ 64ŹŹ 83ŷŷ 

Some 22 28 31ŷŷ 10ŹŹ 

A little 4 7ŷ 3 3 

None 3 3 2 3 

Don't know 0 0 0 0 

Refused 0 0 0 0 

 

DISCUSSION  

Decrease in parents giving 'a lot' of support  

The decrease in parents saying they were giving 'a lot' of support to their 

children to eat healthily may again be influenced by economic factors; not 

being able to afford to give them the food they feel they need.  This change 

could also possibly reflect an increased understanding about their children's 

eating needs, resulting in less confidence that they are in fact giving their 

children 'a lot' of support.  

 

Parents already feel they are giving a lot of support 

to their children's eating  

High proportions of caregivers reported providing 'a lot' of support to thei r 

children to eat healthily, which appears to be a very positive result.  However, 

if there are questions that are likely to result in some people giving socially 

desirable responses, this one on support given to children is a likely candidate, 

as parents probably want to be seen to be doing what's considered best for 

their children.   

 

Parents will need convincing that their children's 

diets need to be healthier  

While over half felt their children's eating could be healthier, many of these 

people thought i t only needed to be 'a bit' healthier. Therefore efforts to 

encourage parents to get their children to eat more healthily may face some 

resistance because of the perceived lack of need for change.   However, these 

results may also reflect some parents not being aware of how healthy or 

unhealthy their children's eating actually is and, if this perception can be 

changed, there may be more desire to improve their children's diets.  

 

More acknowledgement of need for change among 

some key groups  

It should be note d that those who thought their children's eating could be 'a 

lot' healthier were more prevalent among three key groups, who should 

therefore be more receptive to social marketing initiatives: obese persons, 

Pacific persons and those from high deprivation areas.  
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Difficulties in interpreting change over time  

It may be challenging interpreting change in this measure over time because, 

if parents become more aware of what is unhealthy eating, this will move the 

results in the direction of parents saying that their children's food could be 'a 

lot healthier'.  However, if the parents perceive that the children have changed 

to eating healthier food, this will move the result in the opposite direction.  It 

could well be that both changes occur at the same time.  
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4.4.5  INTEREST AND DIFFICULTY IN EATING MORE 

HEALTHILY  

INTEREST IN EATING MORE HEALTHILY  

Just under two-thirds (63 %) were interested in eating more healthily than 

they currently do, a level that was unchanged since the previous sur vey.  

However there were increases for both Maaori (up 7% to 72%) and Pacific 

people (up 8% to 85%*).  

 

Graph 11:  Interest in eating more healthily 

 

 
Table 20:  Interest in eating more healthily 

INTEREST IN EATING 
MORE HEALTHILY 

TOTAL MAAORI PACIFIC SOUTH ASIAN OTHER ASIAN OTHER 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

2,520 2,363 594 606 712 594 299 430 306 214 998 868 

% % % % % % % % % % % % 

Yes 63 63 65 72ŷŷƶ 77ŷŷ 85ŷŷƶƶ 79ŷŷ 77ŷŷ 69ŷ 76ŷŷ 57ŹŹ 52ŹŹ 

No 36 37 35 28ŹŹƸ 23ŹŹ 14ŹŹƸƸ 19ŹŹ 23ŹŹ 30Ź 24ŹŹ 43ŷŷ 47ŷŷ 

Don't know/refused 1 0 0 0 0 1 1 0 1 0 1 0 
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Other Changes Since Previous Survey 

Those reporting an increased interest in eating more healthily were:  

¶ Samoan people (up 8% to 88%)  

¶ People from high deprivation areas (up 5% to 72%)  

Those reporting a decreased interest in eating more healthily were:  

¶ People from medium deprivation areas (down 8% to 56%*)  

There was increased mention in not being interested in eating more healthily 

by: 

¶ Males aged 25 to 44 years (up 7% to 35%)  

 

Differences Within Current Survey 

Those interested in eating more healthily than they currently do were more 

prevalent among:  

¶ Obese persons (76% vs 63% of total sample)  

¶ Those interested in being more physically active (76%)  

¶ Those responsible for three or more children (74%)   

¶ Females aged 25 to 44 years (73%)  

¶ Those responsible for children (72%) 

¶ People from high deprivation areas (72%)  

¶ Females aged 16 to 24 years (71%) 

¶ Those at risk of diabetes (70%)  

¶ Those with a family history of diabetes (70%)  

And less prevalent among: 

¶ Males aged 45 years and over (52%)  

¶ People from low deprivation areas (54%)  

¶ Those from medium deprivation areas (56%)  

 

DIFFICULTY IN EATING MORE HEALTHILY  

Those who said they were interested in eating more healthily were asked how 

difficult they found it to do so.  The first table below shows two sets of data.  

The first is based on those who answered this question; those who were 

interested in eating more h ealthily.  The second is the same data based on the 

total sample.  For example, the first column of data shows that two -fifths 

(39%) of those who were interested in eating more healthily didn't find it 

difficult to do so.  This represented a quarter of the  total sample; this being 

the proportion of people who were interested in eating more healthily and 

didn't have any difficulty doing so.  

It can be seen that most of those who were interested in eating more healthily 

either didn't find it difficult or foun d it only 'a little' difficult.   

The only change over time was a four percent increase in those who were 

interested and found it 'somewhat' difficult, although this only translated to a 

two percent non-significant increase when based on the total sample.  This 

increase was evident among Maaori (up 6% to 28%) and Other ethnic 

groupings (up 6% to 26%).  Pacific people reported an increase in being 

interested but finding it 'very' difficult (up 4% to 14%).  
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Table 21:  Difficulty in eating more healthily  

DIFFICULTY IN EATING MORE 
HEALTHILY 

SAMPLE INTERESTED 
IN EATING MORE 

HEALTHILY TOTAL SAMPLE 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

1,694 1,615 2,520 2,363 

% % % % 

Interested, don't find it difficult 41 39 26 25 

Interested, find it a little difficult 33 32 21 20 

Interested, find it somewhat difficult 18 22ƶ 12 14 

Interested, find it very difficult 7 7 5 5 

Not interested in eating more healthily 
(so didn't get asked this question) - - 36 37 

 
 
Table 22:  Difficulty in eating more healthily, by ethnicity 

DIFFICULTY IN 
EATING MORE 
HEALTHILY 

SAMPLE 
INTERESTED IN 
EATING MORE 

HEALTHILY MAAORI PACIFIC SOUTH ASIAN OTHER ASIAN OTHER 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

1,694 1,615 386 413 561 482 236 339 209 153 548 473 

% % % % % % % % % % % % 

Interested, don't find 
it difficult 41 39 37 32ŹŹ 45 46ŷŷ 47ŷ 54ŷŷ 51ŷŷ 58ŷŷ 37 32ŹŹ 

Interested, find it a 
little difficult 33 32 29 25Ź 29 24ŹŹ 27 27 30 29 37 38ŷ 

Interested, find it 
somewhat difficult 18 22 22 28ŷŷƶ 16 15ŷŷ 20 17 11Ź 9ŹŹ 20 26ŷƶ 

Interested, find it very 
difficult 7 7 12ŷŷ 14ŷŷ 10 14ŷŷƶ 5 2ŹŹ 8ƶƶ 3Ź 5 4Ź 

Don't know 0 0 0 0 0 0 0 0 0 1 0 0 
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Other Changes Since Previous Survey  
 
There were increases in those who were interested and found it 'very 

difficult'  among:  

¶ Samoan people (up 8% to 17%)  

¶ Niuean people (up 17% to 21%)  

¶ People who a doctor would describe as obese (up 10% to 25%).  

¶ For Cook Island Maaori people there was a decrease in the proportion who 
said it was not difficult (down 16% to 35%*)  

 

The increase in those who were interested and found it 'somewhat difficult'  
was evident among:  

¶ People living in medium deprivation areas (up 7% to 22%*)  

¶ Males aged 16 to 24 years (up 12% to 28%), although this group also had 

increased mention of finding it 'very' difficult (up 9% to 12%)  

¶ Females aged 16 to 24 years (up 12% to 24%*)%), although this group also 
had increased mention of finding it 'very' difficult (up 5% to 8%)  

 

There were decreases in reporting it as 'not difficult'  among: 

¶ Main meal preparers (down 5 percentage points to 36%*)  

¶ Females aged 25 to 44 years (down 8 percentage points to 28%)  

 

Differences Within Current Survey 

Being interested in eating more healthily and finding  it 'very difficult'  was 

more prevalent among: 

¶ Obese persons (16% vs 7% of those answering) 

¶ Those in high deprivation areas (12%)  

 

Being interested in eating more healthily and finding it  'somewhat difficult' 

was more prevalent among:  

¶ Obese persons (29% vs 22% of those answering)  

¶ Sedentary persons (29%) 

 

Being interested in eating more healthily and not finding it difficult  was 

more prevalent among:   

¶ Males aged 45 years and over (48% vs 39% of those answering)  

 

LINK BETWEEN DIFFICULTY IN CHANGING AND 

REPORTED BEHAVIOURS  

This analysis identifies that the more difficulty people reported in changing 

their current eating behaviours, the less healthy were their eating behaviours.  

On most measures there was a clear trend. 

Those who found it 'very difficult'  to change were eating the least healthily, 

which was consistent with their reported difficulties in changing.  They were:  

¶ Below average in fruit consumption (1.9 servings per day vs 2.2 for the total 
sample; 41% eating two or more servings per day vs 51%  for the total 

sample) 

¶ Below average in vegetable consumption (1.9 servings per day vs 2.2 for the 

total sample) 

¶ Above average in the number of days they consumed fizzy/energy drink (2.0 

vs 1.0 for the total sample)  

¶ There was a particularly marked difference for eating more than needed (3.6 
vs 1.9) 

¶ Above average in the number of days they ate takeaways (2.1 vs 1.0)  

¶ Below average in the number of days they had breakfast (4.8 vs 5.8)  
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¶ More likely to 'usually' cook meat or vegetables in butter or lard (20% vs 

10%)  

¶ They were particularly likely to 'usually' cook chicken with the skin on (60% 
vs 36%) 

 

Those who found it 'somewhat difficult'  also showed some indications of 

less healthy eating, although they were not as pronounced.  These included:  

¶ Below average in fruit consumption (1.9 servings per day vs 2.2 for the total 
sample; 44% eating two or more servings per day vs 51% for the total 
sample) 

¶ Below average in vegetable consumption (1.9 servings per day vs 2.2 for the 
total sample; 26% eating three or more veg etable servings per day vs 33% 

for the total sample)  

¶ Above average in the number of days they consumed fizzy/energy drink (1.6 

vs 1.0 for the total sample) and ate more than needed (2.6 vs 1.9)  

¶ Above average in the number of days they ate takeaways 1.4 vs 1.0) 

¶ Below average in the number of days they had breakfast (5.4 vs 5.8)  

¶ More likely to 'usually' cook chicken with the skin on (48% vs 36%)  

 

FEELINGS ABOUT CURRENT DIET  

Those who said they were not interested in eating more healthily than they 

currently did were asked, "Which of the following best describes how you feel 

about your current diet?"  They were read the three options shown in the table 

below.  The first set of data shows that two -thirds of those answering this 

question felt their diet was alrea dy healthy enough, which was an eight 

percent increase on the previous survey.   When converted to a total sample 

base, this equated with a quarter of the total sample who were not interested 

in eating more healthily because they felt their diet was alread y healthy 

enough.   

This increased perception that their diet was already healthy enough (based on 

those not interested in eating more healthily) was predominantly evident 

among the Other ethnic groupings (up 11% to 70%*).  There were also 

indications of an increase for Pacific people (up 6% to 64%), but this was not 

a significant change.  South Asians showed the opposite pattern, with a 

decrease in the proportion who thought their diet was already healthy enough 

(down 19% to 50%*), and Other Asians also sh owed signs of a similar trend 

(a non-significant 9% decrease to 53%).  Maaori had a 7% increase in saying 

that their diet could be 'a lot healthier' (up to 12%), remembering that these 

were people who were not interested in eating more healthily.  
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Table 23:  Feelings about current diet 

FEELINGS ABOUT CURRENT DIET 

SAMPLE NOT 
INTERESTED IN EATING 

MORE HEALTHILY TOTAL SAMPLE 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

826 748 2,520 2,363 

% % % % 

It is healthy enough 59 67ƶƶ 22 25 

It could be a bit healthier 35 29Ƹ 13 11 

It could be a lot healthier 4 3 2 1 

Are interested in eating more healthily  
(so didn't get asked this question) - - 63 63 

Don't know 1 0 0 0 

 
 
Table 24:  Feelings about current diet, by ethnicity 

FEELINGS ABOUT 
CURRENT DIET 

SAMPLE NOT 
INTERESTED IN 
EATING MORE 

HEALTHILY MAAORI PACIFIC SOUTH ASIAN OTHER ASIAN OTHER 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

826 748 208 193 151 112 63 91 97 61 450 395 

% % % % % % % % % % % % 

It is healthy enough 59 67ƶƶ 56 51ŹŹ 58 64 69 50ŹŹƸ 62 53Ź 59 70ƶƶ 

It could be a bit 
healthier 35 29Ƹ 39 34 27 21 19Ź 44ŷŷƶƶ 31 36 38 29ƸƸ 

It could be a lot 
healthier 4 3 5 12ŷŷƶ 15ŷŷ 13ŷŷ 11ŷŷ 6 6 3 2Ź 1Ź 

Don't know 1 0 0 2 0 2 0 0 1 7 1 0 
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Other Changes Since Previous Survey  

Those who reported in increases in thinking that their diet was 'already 

healthy enough'  were: 

¶ People with diabetes (up 19% to 75%)  

¶ Main meal preparers (up 7% to 69%)  

¶ Household shoppers (up 9% to 69%)  

¶ People from medium deprivation areas (up 15% to 73%*)  

¶ Males aged 25 to 44 years (up 21% to 67%*)  

¶ Those who were responsible for any children (up 10% to 65%*)  

 

Other changes included: 

¶ For females aged 25 to 44 years there was an increase for those who said it 
could be 'a lot' healthier (up 6 % to 7%)  

 

 

Differences Within Current Survey 

Those saying that their diet 'could be a bit healthier'  were more prevalent 

among: 

¶ Females aged 16 to 24 years (53% vs 29% for all persons answering)  

¶ Males aged 16 to 24 years (47%)  

¶ Those with a family history of diabetes (44%)  

¶ Those at risk of diabetes (42%)  

 

LINK BETWEEN FEELINGS ABOUT CURRENT DIET 

AND REPORTED BEHAVIOURS  

Those who were not interested in eating more healthily because they thought 

their diet w as 'already healthy enough' were in fact eating more healthily than 

others, as reflected in the results shown below:  

¶ Above average for consumption of vegetables (2.6 servings per day versus 
2.2 for total sample; 46% two or more servings per day vs 33%) an d  fruit 

(2.5 servings per day vs 2.2; 56% two or more servings per day vs 51%)  

¶ Below average on number of days drink fizzy/energy drink (0.7 vs 1.0), and 
eating more than needed (1.3 vs 1.9)  

¶ Above average for number of days eat breakfast (6.2 vs 5.8)  

¶ Below average for number of days eat takeaways (0.7 vs 1.0)  

¶ More likely to 'never' cook meat or vegetables in butter or lard (68% vs 

58%)  

¶ More likely to 'usually' cook meat with the fat removed or drained off (66% 

vs 60%) 

 

Those who were not interested in eating more healthily but acknowledged that 

their diet could be  'a lot healthier' were eating less healthily than others:  

¶ Below average for consumption of vegetables (1.5 vs 2.2 servings per day 

for the total sample; 11% vs 33% for three or more servings p er day) and 
fruit (1.7 servings per day vs 2.2; 23% vs 51% two or more servings per 

day)  

¶ Above average on number of days drink fizzy/energy drink (1.9 vs 1.0)  

¶ Below average for number of days eat breakfast (5.0 vs 5.8)  

¶ Above average for number of days eat takeaways (2.1 vs 1.0) 

¶ Less likely to 'usually' cook meat with the fat removed or drained off (33% 
vs 60%) 
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Those who were not interested in eating more healthily but acknowledged that 

their diet could be 'a bit' healthier were in between these other two g roups in 

terms of their eating and cooking behaviours.  

 

 

DISCUSSION  

High interest in eating more healthily  

As noted in the previous report, it is a very positive finding that almost two -

thirds of respondents were interested in eating more healthily. This p rovides a 

large population who should potentially be receptive to the 'Let's Beat 

Diabetes' social marketing initiatives.  There were in fact increases for both 

Maaori and Pacific people since the benchmark survey. 

It is also a positive finding that the mo st at risk group, obese persons, were 

the most interested in eating more healthily, with three -quarters of them 

expressing this desire.  

Large group reporting few or any difficulties in 

changing  

A little under half the total sample were interested in eatin g more healthily and 

either said they didn't find it difficult or found it only 'a little' difficult to eat 

more healthily.  This suggests that change should be relatively easy to achieve 

with this large group, although it does raise the question as to why  they 

haven't changed already if they find it this easy.   

Almost two-in-ten (18%) of the total sample found it 'somewhat' or 'very' 

difficult to eat more healthily; for obese persons this proportion was one -third 

(34%), so there are more challenges with t his group.  

 

Only a small group who need to change and are 

resistant  

Most of those who were not interested in changing already felt they were 

healthy enough and their reported behaviours indicated that this was the case.  

There were therefore only a small group who need to change but were 

resistant.  There is no point in the social marketing campaign trying to address 

these people; the effort needs to go into working with those who are open to 

change. 

 

POSSIBLE BARRIERS TO HEALTHY EATING   

Those who reported that they had some difficulty in eating more healthily 

(N=962 respondents in the current survey), were asked to respond to three 

agree/disagree statements relating to possible barriers to eating more 

healthily.  While there were a number  of different possible barriers that could 

have been asked about, the three selected (cost, knowledge and access) were 

factors on which it was felt the Let's Beat Diabetes programme could possibly 

have some influence. 

The effect of the recession appeared to be evident in a 10 percent increase in 

the proportion who agreed that they can't afford the cost of healthier 

types of food  23 (see graph which follows).  Because of the smaller numbers 

answering this question, it was more difficult to obtain significant changes.  

The indications were that the increased concern with cost was greater among 

Maaori (a non-significant increase of 7% to 46%) and Pacific people (a non-

significant increase of 8% to 42%).  

                                                
23 The proportion who agree/disagree in this question are the people whostrongly 

agreed/disagreed or agreed/disagreed with the statement of interest on a 7 point 
scale. The "Agree"  and "Disagree" figures do not include those that "agreed a little" 
or "disagreed a little". 
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One-sixth (14%) agreed that they don't have enough knowledge about 

which foods are healthy for them , while well over half (56%) disagreed 

with this.  These total sample levels were similar to previously, but Maaori did 

show a decrease in disagreeing with this statement (down 13% to 44%*).  As 

there was only a three percent increase for Maaori who agreed with the 

statement, the change must have happened in the more neutral responses.  

Other Asians reported a 17 percent increase (up to 56%) in disagreeing with 

the statement.  

One-in-eight (13%) agreed  that there is not enough healthy food available  

in the places where I eat or shop.  While this was a similar level to last 

time, there was a six percent decrease in the proportion who disagreed with 

this statement (down to 60%).  

There were just under half (45%) who agreed with at least one of these 

three statements  relating to barriers to purchasing and eating more healthy 

foods.  This was an increase of seven percent* on the previous survey.  There 

were one-in-five (19%) who disagreed with all three statements , which 

reduced six percent* from the benchmark survey.  

Graph 12:  Agree that can't afford the cost of healthier types of food 
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Table 25:  Possible barriers to more healthy eating (among those who had difficulty) 

POSSIBLE BARRIERS 
TO MORE HEALTHY 
EATING 

SAMPLE WHO HAD 
DIFFICULTY IN 
EATING MORE 

HEALTHILY  MAAORI PACIFIC SOUTH ASIAN OTHER ASIAN OTHER 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

979 962 253 278 315 288 127 180 99 74 342 315 

% % % % % % % % % % % % 

Can't afford the cost of healthier types of food 

 Agree 24 34ƶƶ 39ŷŷ 46ŷŷ 34ŷŷ 42ŷ 28 25Ź 16 15ŹŹ 18Ź 29 

 Disagree 44 33ƸƸ 35Ź 25ŹƸ 31ŹŹ 25ŷ 46 39 47 42 49 36 

I don't know enough about which foods are healthy for you 

 Agree 15 14 18 21ŷ 24ŷŷ 19 19 14 18 20 9ŹŹ 11 

 Disagree 59 56 57 44ƸƸ 50ŹŹ 46ŹŹ 49Ź 52 39ŹŹ 56ƶ 66ŷ 64ŷ 

There is not enough healthy food available in the places where I eat or shop 

 Agree 11 13 12 20ŷŷƶƶ 20ŷŷ 18ŷ 18 17 13 6 7Ź 9 

 Disagree 66 60ƸƸ 68 58Ƹ 53ŹŹ 50ŹŹ 55Ź 56 50ŹŹ 53 72 66 

Agree with at least 
one statement 38 45ƶƶ 52 61ƶ 51 57 43 43 41 33 29 38ƶ 

Agree with all three 
statements 25 19ƸƸ 20 11ƸƸ 19 10ƸƸ 18 19 17 16 30 23 

 
 

Can't afford the cost of healthier types of food  

Other Changes Since Previous Survey 

Those who had increased agreement that they can't afford the costs of 

healthier types of food, were:  

¶ Those in the at-risk group (up 10% to 35%*)  

¶ Those who a doctor would describe as overweight (up 8% to 35%*)  

¶ Those who a doctor would describe as obese (up 16% to 46%*)  

¶ Those who were sedentary (up 15% to 40%)  

¶ Main meal preparers (up 6% to 32%)  

¶ Main household shoppers (up 8% to 34%*)  

¶ People living in low deprivation areas (up 12% to 32%*)  

¶ People living in high deprivation areas (up 7% to 36%)  

¶ Males aged 16 to 24 years (up 15% to 30%)  

¶ Males aged 25 to 44 (up 18% to 41%*)  

¶ Females aged 16 to 24 years (up 25% to 41%*)  
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¶ Those who were responsible for any children (up 13% to 38%)  

¶ Those who were interested in eating more healthily (u p 10% to 34%*)  

¶ Those who were interested in being more active (up 10% to 35%*)  

 

Other changes included: 

¶ Among those with a family history of diabetes there was a decrease in those 
who disagreed (down 12% to 33%*), as was the case for females aged 45 

years and over (down 13% to 29%*)  

¶ For those living in medium deprivation areas, there was a decrease in those 
who disagreed that they can't afford the cost of healthier foods (down 20% 

to 30%*)  

 

 

Differences Within Current Survey 

Those who agreed that they can' t afford the cost of healthier types of food 

were more prevalent among: 

¶ Cook Island Maaori (53% vs 34%)  

¶ Those responsible for three or more children (44%)  

Those who disagreed were more prevalent among: 

¶ Males aged 45 years and over (50% vs 33% of those answering) 

¶ People living in low deprivation areas (40%)  

 
 

Don't know enough about which foods are healthy for 

you  

Other Changes Since Previous Survey  

The only changes were as follows: 

¶ For males aged 25 to 44 years, there was an increase in those who agreed 
(up 9% to 23%)  

¶ For males aged 45 years and over there was a decrease in those who agreed 
(down 11% to 11%*)  

 

Differences Within Current Survey 

Those who disagreed that they don't know enough about which foods are 

healthy for you  were more prevalent among: 

¶ Those in low deprivation areas (69% vs 56% for all persons answering)  

 
 

Not enough healthy food available in the places 

where eat or shop  

Other Changes Since Previous Survey  

Those with increased agreement with this statement were:  

¶ Those who a doctor would describe as obese (up 9% to 20%)  

¶ Main meal preparers (up 4% to 14%)  

¶ Males aged 25 to 44 years (up 10% to 14%*),  

 

Those with decreased disagreement (but not increased agreement) were:  

¶ Those who were interested in eating more healthily (down 6% to 61%*)  

¶ Main household shoppers (down 7% to 62%*)  
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¶ Those who were responsible for any children (down 7% to 59%)  

¶ Those who were interested in being more active (down 7% to 58%*)  

¶ People living in high deprivation areas (down 12% to 53%*)  

 

Those with decreased agreement were:  

¶ Females aged 45 years and over (down 8% to 11%)  

 
 

Differences Within Current Survey 

Those who agreed there is not enough healthy food available in the place 

where they eat or shop were more prevalent among: 

¶ Females aged 16 to 24 years (23% vs 13% of those answering*)  

¶ Tongan people (32%*)  

¶ Those in high deprivation areas (19%)  

¶ People from areas of high deprivation (19%*)  

 

And those who disagreed were more prevalent among: 

¶ Those in low deprivation areas (74% vs 60% of those answering)  

¶ Cook Island Maaori (70%) 

¶ Overweight persons (70%) 

¶ People who were sedentary (72%) 

¶ Males aged 45 years and over (72%) 

¶ People from areas of low deprivation (74%*)  

 

 

DISCUSSION  

Economic impacts likely to reflect on other findings  

The ten percent increase in finding the costs of healthier types of foods a 

barrier provides some tangible evidence of the impact of the recession.  It is 

interesting to note while there was a seven percent increase in concern with 

cost among those in the high deprivation areas, there was an even  larger 

increase (12%) among those in low deprivation areas.   

It is highly likely that the effects of the recession are impacting in various ways 

on the different measures in this survey.  However, it is not possible to know 

the extent and nature of that influence. 

 

Obese persons particularly impacted by costs  

 Almost one-in-two obese people agreed they can't afford the cost of healthier 

types of food, which was well above the average level.  They also showed one 

of the largest increases in concern about costs since the previous survey. 
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4.5  PHYSICAL ACTIVITY  

Issues addressed in this section are: 

¶ Comparison of level of activity with recommended minimum levels 

¶ Reported levels of physical activity 

¶ Sources of support to be more physically active 

¶ Support given to children to be more physically active and perceptions of 
children's physical activity levels 

¶ Interest in being more physically active  

¶ Possible barriers to being more physically active 

 

 

4.5.1  COMPARISON WITH RECOMMENDED MINIMUM 

LEVELS OF ACTIVITY  

Respondents were asked to compare the amounts of physical activity they do 

with the recommended levels of physical or vigorous activity (which were not 

specified to them).  

Over half (55%) said they were doing less than the recommended minimum 

levels of activity, up 7 percent* from the pre -campaign measurement.  A 

quarter (24%) thought they were doing the same or about the same amounts 

of activity as the recommended minimum (down 3% from the pre -campaign 

level), while a smaller proportion said they were doing more (14%, down 5%* 

from pre-campaign). 

The increases in people saying they were doing less at the time of the current 

survey compared with in the pre -campaign survey, were most marked among 

Pacific people (up 15% to 56%*) and Other ethnic group ings (up 7% to 

55%*).   

 
 

Graph 13:  Comparison with recommended minimum levels of activity 
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Table 26:  Comparison with recommended minimum levels of activity 

COMPARISON WITH 
RECOMMENDED 
MINIMUM LEVELS OF 
ACTIVITY 

TOTAL MAAORI PACIFIC SOUTH ASIAN OTHER ASIAN OTHER 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

2,520 2,363 594 606 712 594 299 430 306 214 998 868 

% % % % % % % % % % % % 

Less than 
recommended 
minimum 48 55ƶƶ 47 50Ź 41ŹŹ 56ƶƶ 53 54 52 58 48 55ƶƶ 

More 19 14ƸƸ 18 20ŷŷ 18 14 14 9ŹŹƸ 12ŹŹ 13 20 15ƸƸ 

Same/ about the 
recommended level 27 24Ƹ 25 22 37ŷŷ 26ƸƸ 27 31ŷŷ 27 22 24 21 

Don't know 7 7 10ŷ 8 5Ź 4ŹŹ 6 6 9 7 8 9 

 
 
 
Other Changes Since Previous Survey   

People who were now more likely to report doing less than the 

recommended minimum levels of activity , compared with the pre -

campaign measurements, were: 

¶ Samoan people (up 10% to 54%)  

¶ Tongan people (up 22% to 55%*)  

¶ People in the at-risk group (up 10% to 64%*)  

¶ People who a doctor would describe as overweight (up 11% to 69%*)  

¶ People who a doctor would describe as obese (up 18% to 77%*)  

¶ People with a family history of diabetes (up 9% to 5 8%*)  

¶ Main meal preparers (up 7% points to 54%*)  

¶ Main household shoppers (up 7% to 55%*)  

¶ People from high deprivation areas (up 10% to 55%*)  

¶ Females aged 45 years and over (up 13% to 60%*)  

¶ Males aged 25 to 44 years (up 8% to 56%)  

¶ Those responsible for any children (up 7% to 58%*) and those responsible 

for three or more children (up 10% to 57%*)  

¶ Those interested in eating more healthily (up 8% to 61%*)  

¶ Those interested in being more active (up 6% to 68%*)  

 

There were no significant increases in the proportions of people reporting 

doing more than the recommended minimum levels of activity, compared with 

the pre-campaign measurements, for any of the groups. 

The only significant increases in the proportions of people reporting doing the  

same or about the same as the recommended minimum levels of activity, 

compared with the pre -campaign measurements, were for: 

¶ People with diabetes (up 19% to 30%*)  

¶ Males aged 45 and over (up 7% to 30%)  
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Differences Within Current Survey  

Those who reported doing less than the recommended minimum levels  

were more prevalent among: 

¶ Those interested in being more physically active (68% vs 55% of the total 
sample) 

¶ Sedentary people (81%) 

¶ Those interested in eating more healthily (61%)  

¶ Those who are obese (61%) 

¶ Those who are at risk of diabetes (64%)  

¶ Males aged 45 years and over (43%) 

 

Those who reported doing more than the recommended minimum levels  

were more prevalent among: 

¶ Males aged 16 to 24 years (23% vs 14% of total sample)  

 

Those doing the same/about the recommended minimum lev els were 

more prevalent among: 

¶ Males aged 45 years and over (30% vs 24% of total sample)  

 

 

4.5.2  LEVELS OF PHYSICAL ACTIVITY  

Respondents were categorised into one of four different activity levels, as 

described below.  The first three were designed to match classifications used in 

the 2002/03 New Zealand Health Survey, and the fourth accounts for all those 

who did not fit into one of the other three groups.  

¶ Physically active 24 : At least two and a half hours physical activity in the 

last week, with exercise accumulated on one or more days of the week.  

¶ Minimally physically active : Did between half an hour and two and a half 
hours physical activity in total during the last 7 days.  

¶ Sedentary 25 : Did less than half an hour's physical activity in the last week.  

¶ Regu larly physically active : At least two and a half hours physical activity 

in the last week, comprising at least 30 minutes of physical activity per day 
on five or more days of the last week was the definition used in the New 

Zealand Health Survey.  The current study did not ask number of days on 
which people did at least 30 minutes activity, so a person was defined as 

being in this group if they were active on five or more days and averaged  
30 minutes over those days. 

There was a nine percent decrease in the proportion who were physically 

active*, which may be due at least in part to the current survey being in 

Winter and the previous survey being in early Summer.  There was a 

corresponding drop in the proportion who were regularly physically active 

(down 10%  to 38%*) and an increase in those who were sedentary (now one -

in-six, up 6%* from pre -campaign).  The proportion who were minimally active 

has stayed relatively constant at close to one-quarter. 

The patterns applying to the total sample, of reduced proportions being both 

physically active and regularly physically active, offset by increased proportions 

being sedentary, applied to all ethnic groups, the only exception being that 

South Asian people showed these trends but not strongly enough to be 

statistically significant. 

The best estimate available for the proportion of the sample reaching the 

recommended level of physical activity was 39 percent, which was a 10 

percent decrease from the benchmark survey. The recommended level of 

physical activity is 30 minutes moderate or 15 minutes vigorous activity each 

day.  As noted above, the best estimate available from this survey for those 

                                                
24

  Matches classification used in 2002/03 New Zealand Health Survey 
25

  Ibid 
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doing 30 minutes moderate activity for at least five days a week (those defined 

as 'regularly physically active') was 38 percent.  There were 14 percent (down 

from 17%) who did vigorous activity for at least five days and averaged at 

least 15 minutes.  Almost all of this group were also in the 'regularly physically 

active' group, so there were a total of 39 percent who were in eit her group. 

This analysis would exclude people who were sometimes doing the 30 minutes 

moderate and sometimes the 15 minutes vigorous in the previous week, so it 

could be an under-representation.  However the averaging of the hours over 

the week may have allowed some people who did one or a few long periods of 

activity over the week to be included when they were not doing the necessary 

amount each day. 

 

Graph 14:  Physical activity levels 

 

 

Table 27:  Physical activity levels 

PHYSICAL ACTIVITY 
LEVELS 

TOTAL MAAORI PACIFIC SOUTH ASIAN OTHER ASIAN OTHER 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

2,520 2,363 594 606 712 594 299 430 306 214 998 868 

% % % % % % % % % % % % 

Physically active 67 58ƸƸ 73ŷŷ 64ŷŷƸƸ 69 55ƸƸ 62 45 58ŹŹ 53ƸƸ 68ŷŷ 61ƸƸ 

Sedentary 10 16ƶƶ 11 17ƶƶ 9 17ƶƶ 10 17 10 13ƶƶ 9 14ƶƶ 

Minimally active 22 25 15ŹŹ 18ŹŹ 21 26ƶ 27ŷ 35 30ŷŷ 32ƶ 22ŹŹ 23 

Don't know/ refused 1 2ƶƶ 1 1 0 1 1 2 1 1 1 2ƶ 

Regularly physically 
active 48 38ƸƸ 53ŷ 48ŷŷƸ 48 31ƸƸ 47 32 41Ź 30ƸƸ 49ŷŷ 41ƸƸ 
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Other Changes Since Previous Survey   

Decreases in being physically active , compared with the pre -campaign 

measurements, were most pronounced in the following groups.  These 

decreases were generally also reflected in corresponding decreases in being 

regularly physically active, and increases in being sedentary or minimally 

active: 

¶ Samoan people (down 24% to 50%*)  

¶ Tongan people (down 18% to 57%*)  

¶ Niuean people (down 24% to 48%*)  

¶ People in the at-risk group (down 14% to 49%*)  

¶ People who a doctor would describe as overweight (down 9% to 54%*)  

¶ People who a doctor would describe as obese (down 9% to 51%)  

¶ People who had a family history of diabetes (down 15%  to 55%*)  

¶ Meal preparers (down 12% to 57%*)  

¶ Household shoppers (down 10% to 58%*)  

¶ People from medium and high deprivation areas (down 7% to 58%* and 
down 14% to 57%* respectively)  

¶ Females aged 45 years and over (down 14% to 51%*)  

¶ Females aged 25 to 44 years (down 12% to 50%*)  

¶ Males aged 16 to 24 years (down 11% to 67%*)  

¶ Those responsible for any children (down 10% to 55%*)  

¶ Those responsible for three or more children (down 10% to 60%*)  

¶ Those interested in eating more healthily (down 11% to 53%*)  

¶ Those interested in being more active (down 10% to 51%*)  

 

 

 

Differences Within Current Survey  

Those classed as physically active  were more prevalent among: 

¶ Males aged 16 to 24 years (67% vs 58% of total sample)  

¶ Males aged 25 to 44 years (65%)  

¶ Males aged 45 years and over (67%*)  

¶ People who were overweight (66%*)  

And less prevalent among: 

¶ Those interested in eating more healthily (53%*)  

¶ Those interested in being more physically active (51%*)  

¶ Females aged 25 to 44 years (50%*)  

¶ Females aged 45 years or older (51%*)  

¶ People in the at-risk group (49%*)  

 

Those classed as minimally physically active  were more prevalent among: 

¶ Females aged 25 to 44 years (32% vs 25% of total sample*)  

¶ Those interested in being more physically active (31%*)  

¶ Those interested in eating more healthily (29%*)  

¶ Those responsible for children (29%*)  

And less prevalent among: 

¶ Males aged 16 to 24 years (17%) 

¶ Cook Island Maaori (15%) 
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Sedentary persons were more prevalent among: 

¶ Females aged 45 years and over (24% vs 16% of total sample)  

¶ People in the at-risk group (26%*)  

And less prevalent among: 

¶ Males aged 45 years or older (11%) 

¶ Females aged 16 to 24 years (7%*)  

¶ People who were responsible for three or more children (11%)  

¶ People who were overweight (11%)  

 

Those classed as regularly physically active  were more prevalent among: 

¶ Males aged 45 years and over (47% vs 38% for total sample)  

¶ Males aged 16 to 24 years (47%) 

¶ Females aged 16 to 24 years (47%) 

¶ People who were overweight (43%)  

And less prevalent among: 

¶ People who were interested in eating more healthily (30%*)  

¶ People who were interested in being more physically active (29%*)  

¶ Females aged 45 years or older (29%*)   

¶ People in the at-risk group (29%*)  

 

NZHS COMPARISON  

As shown in the graph below, the levels of being regularly physically active in 

the 2006/07 NZHS survey were slightly higher than in the 2006/07 LBD survey.  

As noted above, the question wording in the two surveys did differ a little.  

The proportion classified as sedentary in the NZHS was similar to the current 

LBD survey, except for Asian people (see second graph which follows). 
 

Graph 15:  Regularly physically active ï comparison with NZHS 
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Graph 16:  Sedentary ï comparison with NZHS 
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NUMBER OF DAYS DID TEN MINUTES ACTIVITY IN 

LAST SEVEN DAYS  

Respondents were asked on how many of the last seven days they did at least 

ten minutes physical activity, which was defined as "activity which increases 

your heart rate or breathing".  Examples were given of "brisk walking, 

gardening, dancing, golf, tennis, through to activities that require more effort - 

activities like heavy lifting, digging, joggi ng, rugby and netball".  They were 

asked to think about "activities at work, school, or home, getting from place to 

place, and any activities you did for exercise, sport or recreation".  

Just under nine-in-ten (87%) did this level of activity on at least on e day in the 

seven day period, down from the 93 percent pre -campaign.  The incidence of 

people doing no physical activity in the seven day period doubled since the 

pre-campaign measurement, from one-in-fourteen to one -in-seven. 

The people who had done physical activity on at least one day averaged 5.3 

days, which equated to 4.0 days for the total sample.  These results were both 

lower than pre-campaign, when these averages were 5.6 days and 4.6 days 

per week respectively. 

The patterns of reduced levels of physical activity (reduced percentages active 

six or more days a week, increased percentages having no days active, and 

reduced average numbers of days active) held across all ethnic groups with the 

exception of Other Asians, where the changes over time were in the same 

direction as for the others, but their differences were mostly not large enough 

to be statistically significant.  
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Table 28:  Number of days did 10 minutes activity out of last seven 

NUMBER OF DAYS 
DID 10 MINUTES 
ACTIVITY OUT OF 
LAST 7 

TOTAL MAAORI PACIFIC SOUTH ASIAN OTHER ASIAN OTHER 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

2,520 2,363 594 606 712 594 299 430 306 214 998 868 

% % % % % % % % % % % % 

None 7 14ƶƶ 10ŷ 16ƶƶ 7 16ƶƶ 7 15ƶƶ 8 12 7 11ƶƶ 

1 to 2 days 14 16 8ŹŹ 11ŹŹ 15 15 15 14 22ŷŷ 20 13 17ƶ 

3 to 4 days 23 26 21 20ŹŹ 23 31ŷƶƶ 22 24 21 30ƶ 24 26 

5 days 12 14 11 15ƶ 14 13 16 16 11 8Ź 12 14 

6 or more days 42 31 49ŷŷ 37ŷŷƸƸ 40ŹŹ 25ŹŹƸƸ 41 30ƸƸ 36 29 44 32ƸƸ 

Don't know/ not sure 0 0 1 0 0 0 0 0 0 0 0 0 

Mean number of 
days ï among those 
doing activity 5.6 5.3ƸƸ 5.8 5.5ŷŷƸ 5.4Ź 4.9ŹŹƸƸ 5.7 5.4Ƹ 5.5 5.1 5.7 5.3ƸƸ 

Mean number of 
days ï total sample 4.6 4 4.8ŷ 4.1ƸƸ 4.4 3.7ŹŹƸƸ 4.6 3.9ƸƸ 4.2Ź 3.8Ƹ 4.7 4.1ƸƸ 

 

 

DURATION OF PHYSICAL ACTIVITY  

Respondents were asked how much time in total they were physically active 

over the last seven days.  Those who were physically active (i.e. all those who 

did not answer 'None' to the question about number of hours active) averaged 

12 hours, which equated with 7.4 hours for the total sample.  Those reporting 

high numbers of hours were mostly probably working in jobs that require a lot 

of physical activity. 

As with days active, the measure of activity levels based on hours showed a 

marked decline since the pre-campaign survey.  This was evident both in the 

average hours active (down from 9.8 to 7.4* on a total sample basis), and in 

terms of percentages active for eight or more hours a week.  As with the 

reductions in days active, the reductions in hours active were spread across 

most of the ethnic groups, Other Asians being a notable exception.  
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Graph 17:  Hours of physical activity in last 7 days 
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Table 29:  Hours of physical activity in last 7 days 

HOURS OF PHYSICAL 
ACTIVITY IN LAST 
SEVEN DAYS 

TOTAL MAAORI PACIFIC SOUTH ASIAN OTHER ASIAN OTHER 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

2,520 2,363 594 606 712 594 299 430 306 214 998 868 

% % % % % % % % % % % % 

None 7 14ƶƶ 10ŷ 16ƶƶ 7 16ƶƶ 7 15ƶƶ 8 12 7 11ƶƶ 

Less than 1 hour 8 8 4ŷŷ 5Ź 9 7 10 11 6 4 8 9 

One but less than 2 
hours 10 12 7Ź 8Ź 9 14ƶ 10 17ŷŷƶ 14ŷ 18ŷŷ 10 11 

Two but less than 3 
hours 9 9 6Ź 7 8 8 15ŷŷ 14ŷŷ 14ŷŷ 16ŷŷ 9 9 

Three but less than 4 
hours 10 10 10 8 7Ź 13ŷƶƶ 10 8 11 9 11 9 

Four but less than 6 
hours 13 12 11 13 13 9ŹƸ 13 10 14 17ŷ 13 13 

Six but less than 8 
hours 10 10 11 10 7Ź 8 8 7 9 7 10 11 

Eight but less than 30 
hours 22 17ƸƸ 24 21ŷ 26ŷ 16ƸƸ 11ŹŹ 11Ź 18 10ŹŹƸ 22 18ƸƸ 

Thirty or more hours 10 7ƸƸ 15ŷŷ 10ŷƸ 12 8ƸƸ 15ŷŷ 6ƸƸ 4ŹŹ 6 9 7 

Don't Know 1 2ƶƶ 1 1 0 1 1 2 1 1 1 2ƶ 

Mean number of 
hours of physical 
activity ï among 
those who are 
physically active 10.6 8.5ƸƸ 13.6ŷŷ 11.6ŷŷƸ 12.3ŷŷ 8.7ƸƸ 11.8 7.0ŹƸƸ 7.2ŹŹ 6.8 10.3 8.3ƸƸ 

Mean number of 
hours of physical 
activity ï based on 
total sample 9.8 7.4ƸƸ 12.3ŷŷ 9.7ŷŷƸƸ 11.4ŷŷ 7.2ƸƸ 11 5.9ŹƸƸ 6.6ŹŹ 6 9.6 7.3ƸƸ 
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Other Changes Since Previous Survey   

There was a decrease in the mean number of hours (over last 7 days) spent on 

physical activity among the following:  

¶ Maaori (from 12.3 hours a week to 9.7* hours a week)  

¶ Pacific people (from 11.4 to 7.2*)  

¶ South Asians (from 11 to 5.9*)  

¶ Other ethnic groupings (from 9.6 to 7.3*)  

¶ Samoan people (from 14.2 to 6.3*)  

¶ Tongan people (from 11.5 to 7.3*)  

¶ People in the at-risk group (from 9.1 to 5.6*)  

¶ People who a doctor would describe as overweight (from 8.5 to 5.8*)  

¶ People who a doctor would describe as obese (from 9.5 to 5.5*)  

¶ People with a family history of diabetes (from 11.6 to 6.6*)  

¶ Main meal preparers (from 9.6 to 7.2*)  

¶ Household shoppers (from 9.5 to 7.2*)  

¶ Those in low deprivation areas (from 7.5 to 6.1*)  

¶ Those in high deprivation areas (from 11.7 to 8.2)  

¶ Males aged 16 to 24 years (from 13.4 to 8.8*)  

¶ Males aged 25 to 44 years (from 11.9 to 9.6)  

¶ Males aged 45 years or older (from 11.4 to 9.2)  

¶ Females aged 45 years and over (from 8.7 to 5.6*)  

¶ People responsible for any children (from 9.2 to 7.4*)  

¶ People interested in healthy eating (f rom 8.8 to 5.9*)  

¶ People interested in being more active (from 7.7 to 5.6*)  

 

 

Differences Within Current Survey  

The following groupings reported mean hours of physical activity that were 

higher than average: 

¶ Males aged 25 to 44 years (9.6 vs 7.4 for total sample *)  

¶ Males aged 45 years or more (9.2*)  

And lower than average: 

¶ Those interested in healthy eating (5.9*)  

¶ Those interested in being more physically active (5.6*)  

¶ People in areas of low deprivation (6.1*)  

¶ Females aged 25 to 44 year (5.9*)  

¶ Females aged 45 years or older (5.6*)  

¶ People in the at-risk group (5.6*)  

 

 

NUMBER OF DAYS DID VIGOROUS ACTIVITY  

Respondents were then asked on how many days out of the last seven days 

they did 'vigorous activity'.  This was described as 'activity that makes you 

breathe A LOT HARDER than normal ('huff and puff') ï like heavy lifting, 

aerobics, jogging, rugby, netball'.  Just over half (56%) of the total sample 

reported doing this level of activity on at least one day in the previous week, 

down five percent from 61 percen t pre-campaign*. Those who reported doing 

such activity in the seven day period averaged 3.3 days, which equated to 1.8 

days for the total sample (down from an average of 2.1 days pre -campaign*).  

The table below shows that some of the largest movements hav e been in 

reductions among those doing six or more days, particularly among Maaori and 

Pacific.  There have been corresponding increases in those doing no days.  

These changes at the extremes (there was only minimal change in the range 
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of one to five days)  will have had a lot of impact on the mean numbers of days 

reported. 

The reductions in days doing vigorous activity were evident across all ethnic 

groups, as with the reductions discussed above in days and hours active (i.e. 

without regard to whether the a ctivity was vigorous).  

 
 

Table 30:  Vigorous activity in last seven days 

VIGOROUS ACTIVITY 
IN LAST SEVEN DAYS 

TOTAL MAAORI PACIFIC SOUTH ASIAN OTHER ASIAN OTHER 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

2,520 2,363 594 606 712 594 299 430 306 214 998 868 

% % % % % % % % % % % % 

None 38 45ƶƶ 27ŹŹ 39Źƶƶ 36 44ƶ 47ŷŷ 57ŷŷƶƶ 50ŷŷ 52ŷ 37 42 

1 to 2 days 25 25 24 24 27 28 24 17ŹŹƸ 25 25 25 25 

3 to 4 days 18 16Ƹ 22ŷ 17Ƹ 19 17 14 14 12Ź 15 18 16 

5 days 6 6 6 8ŷ 5 6 6 6 4 2Ź 7 6 

6 or more days 12 9ƸƸ 20ŷŷ 10ƸƸ 12 4ŹŹƸƸ 9 6 7ŹŹ 5 12 10 

Don't know/ not sure 0 1 1 1 0 1 0 0 1ŷ 1 0 0 

Mean number of 
days of vigorous 
activity ï among 
those undertaking 
such activity 3.4 3.3Ƹ 3.8ŷŷ 3.4ƸƸ 3.3 2.9ŹŹƸƸ 3.3 3.3 3.0Ź 2.7ŹŹ 3.5 3.4 

Mean number of 
days of vigorous 
activity ï among 
total sample 2.1 1.8ƸƸ 2.8ŷŷ 2.0ŷ ƸƸ 2.1 1.6ŹƸƸ 1.8Ź 1.4ŹŹƸ 1.5ŹŹ 1.3ŹŹ 2.2 2.0Ƹ 
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DURATION OF VIGOROUS ACTIVITY  

Those undertaking vigorous activity did so for an average of 4.2 hours a week, 

down markedly from the 5.2 hours a week average pre -campaign*.  These 

averages equated to 2.3 hours a week in the current survey for the total 

sample, down markedly from the average of 3.2 hours pre -campaign*.  

The reductions in hours doing vigorous activity were evident across all ethnic 

groups, with each of the main ethnic groupings showing significant decreases 

since the pre-campaign survey by at least one of the measures of hours active 

(increases in those doing no vigorous active hours a week, reductions in those 

doing high hours, or the averages).  This pattern of reductions in hours of 

vigorous activity per week was similar to the reductions discussed above by the 

ethnic groupings, in days and hours active (i.e. without regard to whether the 

activity was vigorous), and days doing vigorous activity.  

 

 

 

 

Graph 18:  Hours of vigorous activity in last 7 days 
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Table 31:  Hours of vigorous activity 

HOURS OF 
VIGOROUS ACTIVITY 

TOTAL MAAORI PACIFIC SOUTH ASIAN OTHER ASIAN OTHER 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

2,520 2,363 594 606 712 594 299 430 306 214 998 868 

% % % % % % % % % % % % 

None 38 45ƶƶ 27ŹŹ 39Źƶƶ 36 44ƶƶ 47ŷŷ 57ŷŷƶƶ 50ŷŷ 52Ź 37 42ƶ 

Less than 1 hour 12 12 10 11 12 15ŷ 13 11 9 12 12 12 

One but less than 2 
hours 10 11 12 12 14ŷ 12 10 9 10 15 9 11 

Two but less than 3 
hours 10 8 11 7Ƹ 6ŹŹ 7 10 6 11 6Ƹ 11 9 

Three but less than 7 
hours 17 14Ƹ 21ŷ 14ƸƸ 14 12 12Ź 11 12Ź 9Ź 18 16 

Seven or more hours 12 9ƸƸ 17ŷŷ 15ŷŷ 18ŷŷ 9ƸƸ 8Ź 4ŹŹ 6ŹŹ 3ŹŹ 12 9Ƹ 

Don't Know 1 1 2 1 1 1 1 1 2 3ŷ 0 1 

Mean number of 
hours of vigorous 
activity ï among 
those engaged in it 5.2 4.2ƸƸ 6.7ŷŷ 6.4ŷŷ 6.4ŷ 4.1ƸƸ 4.5 3.5 4.8 2.5ŹƸ 5.1 3.9Ƹ 

Mean number of 
hours of vigorous 
activity ï among 
total sample 3.2 2.3ƸƸ 4.7 3.8ŷŷ 4 2.3 2.4 1.5ŹŹ 2.3 1.1ŹŹ 3.1 2.2Ź 

 
 
Other Changes Since Previous Survey   

There was a decrease in the mean number of hours (over last 7 days) spent 

doing vigorous activity among the following:  

¶ Samoan people (from 5.3 to 2.0*)  

¶ Tongan people (from 4.8 to 2.8)  

¶ People in the at-risk group (from 3.1 to 1.8*)  

¶ People who a doctor would describe as overweight (from 3.0 to 1.7*)  

¶ People who a doctor would describe as obese (from 3.7 to 1.7*)  

¶ People with a family history of diabetes (from 3.8 to 2.1*)  

¶ Main meal preparers (from 3.1 to 2.2*)  

¶ Main household shoppers (from 3.0 to 2.1)  

¶ People responsible for any children (from 3.3 to 2.3*)  

¶ People responsible for three or more children (from 3.7 to 2.5)  

¶ People interested in eating more healthily (from 2.9 to 2.0*)  

¶ People interested in being more active (from 2.3 to 1.6*)  
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Differences Within Current Survey  

The following groupings reported mean hours of vigorous activity that were 

higher than average: 

¶ Males aged 16 to 24 years (3.4 vs 2.3 for total sample*)  

¶ Males aged 25 to 44 years (3.0) 

And lower than average: 

¶ Those interested in being more physically active (1.6*)  

¶ Females aged 45 years or older (1.3*)  

¶ People in the at-risk group (1.8*)  

 

MATCH BETWEEN ACTIVITY AND RECOMMENDED 

LEVELS  

People achieving the minimum recommended activity level based on their 

actual activity (days and hours active), dropped from 49 percent in the pre-

campaign measurement to 39 percent* post -campaign. 

Of those who believed they were doing more than the  recommended minimum 

level of activity (they were not told what the recommended minimum level 

was), in the post -campaign survey three-quarters reported behaviour that 

indicated they were doing at least the minimum amount, compared with 80 

percent previously (the provisos regarding measurement of the minimum level, 

as noted previously, apply).  

Of those who thought they were doing about the recommended minimum 

level, just over half (54%) were estimated to have done the recommended 

level or above, compared with 61 percent previously.  

Among those who felt they were doing less than the  minimum, four -in-five 

(79%) were estimated to be doing less than the minimum.  The equivalent 

proportion in the pre -campaign measurement was 74 percent*. 

It must be remembered that the previous week's physical activity may not 

have been typical for all respondents.  Allowing for this, it would seem that the 

people who are the primary audience for social marketing messages, those 

who are below the recommended level, were generally aware that they were 

below this level.   

 

DISCUSSION  

Seasonal factors most likely explanation of 

decreases  

The marked decreases in levels of physical activity are most likely explained by 

the seasonal differences in survey timing.  People are probably less likely to 

get outside and do active things if they weather is wet and cold.   

It would be interesting to see if there are any other surve ys that track change 

in physical activity over time, which might be able to assist in determining how 

much influence seasonal factors might have. 
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4.5.3  SUPPORT TO BE PHYSICALLY ACTIVE  

Respondents were asked whether each of eight different types of people 

encouraged them or did things to make it easier for them to become physically 

active.  In the table which follows, levels of support are shown based on the 

total sample, but where appropriate, also among those to whom the question 

applied.  For example, children encouraged or supported respondents being 

physically active in 64 percent of households where there were children, which 

equated to 32 percent of the total sample.  

As with the previous section on eating healthily, the percentages based on the 

total sample may be the most useful when comparing the different forms of 

support.  Conversely, the percentages based on those for whom the question 

was relevant, are most useful for examining trends over time.  

There were a number of sources of support that received increased mentions 

compared with the previous survey.  These included: 

¶ Wider family/whaanau and close friends (up 4% to 58%*)  

¶ Doctor or medical centre staff (up 5% to 55%*)  

¶ Employers (up 9% to 48%* , however with the sharp reduction in the 
number of people in Counties Manukau working (as shown in the table), 

these increases did not apply to the total sample results)  

¶ People worked with (up 4% to 52%*)   

 

There was a three percent decrease in mention of support from children in the 

household (down to 32%).  

Among Maaori who had used a marae in Counties Manukau in the previous 

year, just under half (49%) found people on marae to be supportive of 

physical activity. No comparisons are made with the previous survey because 

of the change in question wording.  

Pacific people with children showed a reduction in receiving support to be 

active from their children (down 7% to 68%), while South Asian people 

showed an increase in support from their children (up 11% to 78%*).  

While support from people worked with held up for Pacific people between the 

two surveys, with less Pacific people employed in the post-campaign survey, 

support from co-workers reduced on a total sample basis.  South Asians who 

were working and people from the Other ethnic groupings who were working, 

showed increases in support from their co-workers. 

Maaori who attended church or a place of worship were less likely in the post -

campaign survey than before to find co -worshippers supportive.  However in 

the post-campaign survey more Maaori attended churches/places of worship, 

so that across all Maaori (not just those attending places of worship), there 

was no corresponding decline. 

Two of the main ethnic groupings found their doctor or medical centre staff 

more supportive in the post -campaign survey than pre-campaign:  Maaori (up 

8% to 59%*) and South Asians (up 8% to 71%).   
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Table 32:  Sources of support to be physically active 

SOURCES OF 
SUPPORT TO BE 
PHYSICALLY ACTIVE 

TOTAL MAAORI PACIFIC SOUTH ASIAN OTHER ASIAN OTHER 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

            

% % % % % % % % % % % % 

Other adults in your 
household  2,520 2,363 594 606 712 594 299 430 306 214 998 868 

 Yes 60 60 58 54Ź 64ŷ 65ŷ 71ŷŷ 79ŷŷ 62 60 57 56 

Children in your 
household* 1,442 1,207 365 312 521 412 191 258 168 97 416 320 

 Yes 65 64 65 62 75ŷŷ 68Ƹ 67 78ŷŷƶƶ 57 58 59Ź 60 

Children in your 
household 
(Total sample) 2,520 2,363 594 606 712 594 299 430 306 214 998 868 

 Yes 35 32Ƹ 42ŷŷ 32ƸƸ 56ŷŷ 47ŷŷƸƸ 42ŷ 43ŷŷ 32 26 27ŹŹ 26ŹŹ 

Your wider family/ 
whaanau and close 
friends 2,520 2,363 594 606 712 594 299 430 306 214 998 868 

 Yes 54 58ƶƶ 57 59 67ŷŷ 72ŷŷ 61ŷ 65ŷŷ 64ŷŷ 62 49ŹŹ 53ŹŹ 

Your employer** 1,970 1,627 482 437 581 411 253 337 259 155 704 542 

 Yes 39 48ƶƶ 43 46 51ŷŷ 59ŷŷƶƶ 43 52ƶ 39 43 33ŹŹ 44ƶƶ 

Your employer 
(Total sample) 2,520 2,363 594 606 712 594 299 430 306 214 998 868 

 Yes 30 32 34 34 41ŷŷ 38ŷŷ 37ŷ 40ŷŷ 33 31 24ŹŹ 29ƶ 

People you work 
with*** 2,000 1,673 488 447 591 415 255 350 259 157 721 566 

 Yes 48 52ƶƶ 53ŷ 55 65ŷŷ 70ŷŷ 55ŷ 65ŷŷƶ 47 46 39ŹŹ 45ŹŹƶ 

People you work 
with 
(Total sample) 2,520 2,363 594 606 712 594 299 430 306 214 998 868 

 Yes 37 37 43ŷ 41 54ŷŷ 46ŷŷƸƸ 46ŷŷ 53ŷŷ 40 34 29ŹŹ 32ŹŹ 

 

 

 1,029 1,011 134 156 475 402 164 241 131 98 238 235 
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SOURCES OF 
SUPPORT TO BE 
PHYSICALLY ACTIVE 

TOTAL MAAORI PACIFIC SOUTH ASIAN OTHER ASIAN OTHER 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

            

% % % % % % % % % % % % 

People at your 
church or place of 
worship**** 

 Yes 60 62 73ŷŷ 55ƸƸ 78ŷŷ 75ŷŷ 55 56 53 61 45ŹŹ 54Źƶ 

People at your 
church or place of 
worship 
(Total sample) 2,520 2,363 594 606 712 594 299 430 306 214 998 868 

 Yes 22 24 16ŹŹ 15Ź 58ŷŷ 57ŷŷ 30ŷŷ 31ŷŷ 24 29 11ŹŹ 13ŹŹ 

People at your 
marae in Counties 
Manukau*****    235         

 Yes    49         

People at your 
marae in Counties 
Manukau 
(Total sample)    606         

 Yes    23         

Doctor/ medical 
centre staff 2,520 2,363 594 606 712 594 299 430 306 214 998 868 

 Yes 50 55ƶƶ 51 59ŷƶƶ 74ŷŷ 77ŷŷ 63ŷŷ 71ŷƶ 47 53 41ŹŹ 45ŹŹ 

* This is only asked of those who are responsible for their children 
** The base excludes people who were not in employment or who felt the question was not applicable (presumably mostly because they were employers) 
*** This base excludes people who were not in employment 
**** This is only asked of those who regularly attended church or a place of worship 
***** This is only asked of Maaori who have a marae in the region which they attend 
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Other adults in the same household  

Other Changes Since Previous Survey  

Those reporting increased proportions saying that other adults in the same 

household had encouraged them or made it easier for them to be physically 

active were: 

¶ People who were sedentary (up 14% to 53%*)  

¶ People with diabetes (up 11% to 71 %)  

There was decreased support received by: 

¶ Males aged 25 to 44 years (down 9% to 51%)  

 

Differences Within Current Survey 

Those who said that other adults in the same household  encourage them 

or make it easier for them to be physically active were more prevalent among: 

¶ People interested in healthy eating (63% vs 60% for total sample)  

¶ People interested in being more physically active (63%) 

¶ People who were responsible for any children (65%*)  

¶ People who were responsible for three or more children (67%*)  

¶ 16-24 year old males (69%*)  

¶ 16-24 year old females (67%)  

¶ 25-44 year old females (68%*)  

¶ Samoan people (66%) 

¶ Tongan people (68%) 

¶ óOtherô Pacific people (78%*) 

¶ People with diabetes (71%*)  

And less  prevalent among: 

¶ People who were the main meal preparer (55%)  

¶ 25-44 year old males (51%*)  

¶ Females aged 45 years and older (53%) 

 

 

Children in household  

Other Changes Since Previous Survey  

Those saying it was their children who encouraged them to be physically active 

have become more prevalent since the pre-campaign survey among: 

¶ People with diabetes (up 15% to 83%)  

And less prevalent among: 

¶ Samoan people (down 11% to 71%)  

¶ Niuean people (down 25% to 57%)  

¶ Females aged 45 years and over (down 14% to 56%)  

¶ Those responsible for three or more children (down 9% to 69%*)  

 

Differences Within Current Survey 

Those saying their children  encouraged them were more  prevalent among: 

¶ People in areas of high deprivation (69% vs 64% for total sample)  

¶ People with diabetes (83% vs 64% for total sample*)  

And less  prevalent among: 

¶ People in areas of low deprivation (57%)  

¶ 16-24 year old males (51%)  

¶ People who were overweight (58%)  
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Wider family/whaanau and close friends  

Other Changes Since Previous Survey  

Those who said that their wider family/whaanau and close friends encouraged 

them or made it easier for them to be physically active have become more 

prevalent since the pre-campaign survey among: 

¶ Males aged 25 to 44 years (up 16% to 68%*)  

¶ Those responsible for any children (up 6% to 61%*)  

¶ Those responsible for three or more children (up 7% to 68%)  

¶ Those interested in eating more healthily (up 4% to 62%)  

¶ Those interested in being more active (up 4% to 62%)  

 

Differences Within Current Survey 

Those saying their wider family/whaanau and close friends  were more 

prevalent among: 

¶ People who were interested  in eating more healthily (62% vs 58% for total 
sample*)  

¶ People who were interested in being more physically active (62%*)  

¶ People in areas of high deprivation (61%)  

¶ 16-24 year old males (75%*)  

¶ 25-44 year old males (68%*)  

¶ 16-24 year old females (79%)  

¶ People who were responsible for any children (61%) 

¶ People who were responsible for three or more children (68%*)  

¶ Samoan people (75%*)  

¶ Cook Island Maaori people (69%*)  

¶ Tongan people (72%*)  

¶ Niuean people (78%*)  

¶ óOtherô Pacific people (75%*) 

¶ People with diabetes (64%) 

 

And less  prevalent among: 

¶ People in areas of low deprivation (51%*)  

¶ Males aged 45 and older (43%*)  

¶ Females aged 45 years and older (52%) 

¶ People who were sedentary (49%*)  

¶ People who were overweight (52%)  

 

Employer  

Other Changes Since Previous Survey  

Those who said that their employer encouraged them or made it easier for 

them to be physically active have become more prevalent since the pre-

campaign survey among: 

¶ People who were interested in eating more healthily (up 8% to 47%*)  

¶ People who were interested in being more physically active (up 10% to 
48%*)  

¶ People who were main meal preparers (up 11% to 50%*)  

¶ For people who were main household shoppers (up 7% to 47%*)  

¶ People in medium deprivation areas (up 15% to 51%*)  

¶ People in high deprivation areas (up 14% to 59%*)  

¶ 25-44 year old males, there was an increase in proportion saying Yes (up 
9% to 56%)  

¶ 16-24 year old females, there was an increase in proportion saying Yes (up 
11% to 41%)  
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¶ 25-44 year old females, there was an increase in proportion saying Yes (up 

17% to 54%*)  

¶ People who were responsible for any children (up 10% to 48%*)  

¶ People responsible for three or more children (up 14% to 58%*)  

¶ People in the at-risk group (up 5% to 44%)  

¶ People who were sedentary (up 12% to 41%)  

 

Differences Within Current Survey 

Those saying it was their employer  were more prevalent among: 

¶ People in areas of high deprivation (59% vs 48% for total sample*)  

¶ 25-44 year old males (56%*)  

¶ 25-44 year old females (54%)  

¶ People who were responsible for three or more children (58%*)  

¶ Samoan people (66%*)  

¶ Tongan people (61%) 

¶ óOtherô Pacific people (74%*) 

¶ And less  prevalent among: 

¶ People in areas of low deprivation (29%*)  

¶ 16-24 year old males (35%*)  

¶ Males aged 45 years and older (39%) 

¶ Females aged 45 years and older (41%) 

¶ Cook Island Maaori people (37%) 

 

Fellow employees  

Other Changes Since Previous Survey  

Those who said that people they worked with encouraged them or made it 

easier for them to be physically active have become more prevalent since the 

pre-campaign survey among: 

¶ Main meal preparers (up 8% to 54%*)  

¶ People from medium deprivation areas (up 10% to 56%*)  

¶ People from high deprivation areas (up 9% to 61%*)  

¶ Females aged 25 to 44 years (up 12% to 62%*)  

¶ People responsible for any children (up 9% to 54%*)  

¶ People who were sedentary (up 14% to 50%)  

¶ People interested in being more physically active (up 6% to 54%*)  

 

Differences Within Current Survey 

Those saying support from the people they worked with  was more 

prevalent among: 

¶ People in areas of high deprivation (61% vs 52% for total sample*)  

¶ People who were responsible for three or more children (64%*)  

¶ Samoan people (76%*)  

¶ Tongan people (66%*)  

¶ óOtherô Pacific people (74%*) 

 

And less prevalent among:  

¶ People in areas of low deprivation (35%*)  

¶ Males aged 45 years and older (35%*)  
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People at church or place of worship  

Other Changes Since Previous Survey  

Those who said that people at their church or place of worship encouraged 

them or made it e asier for them to be physically active have become more 

prevalent since the pre-campaign survey among: 

¶ People from medium deprivation areas (up 10% to 54%)  

 

Differences Within Current Survey 

Those who said it was the people at their church or place of worship 

were more prevalent among: 

¶ People who were interested in being more physically active (65% vs 62% for 
total sample)  

¶ People in areas of high deprivation (67%)  

¶ 16-24 year old females (72%)  

¶ People who were responsible for three or more children (69%)  

¶ Samoan people (78%*)  

¶ Cook Island Maaori people (73%) 

 

And less prevalent among: 

¶ People in areas of low deprivation (49%*) or medium deprivation (54%)  

¶ People who were overweight (52%)  

 

Doctor or o ther medical centre staff  

Other Changes Since Previous Survey  

Those who said that their doctor or other medical centre staff encouraged 

them or made it easier for them to be physically active have become more 

prevalent since the pre-campaign survey among: 

¶ People in the at-risk group (up 6% to 58%*)  

¶ People who a doctor would describe as overweight (up 6% to 60%*)  

¶ People who were sedentary (up 13% to 58%*)  

¶ Main meal preparers (up 6% to 54%*)  

¶ Main household shoppers (up 7% to 55%*)  

¶ People from medium deprivation areas (up 9% to 53%*)  

¶ People from high deprivation areas (up 7% to 63%*)  

¶ Males aged 45 years or more (up 8% to 59%)  

¶ Females aged 25 to 44 years (up 6% to 51%)  

¶ Those interested in eating more healthily (up 5% to 60%*)  

¶ Those interested in being more physically active (up 4% to 59%*)  

 

Differences Within Current Survey 

Those saying their doctors/medical centre staff  were more prevalent 

among: 

¶ People who were interested in eating more healthily (60% vs 55% for total 

sample*)  

¶ People who were interested in being more physically active (59%*)  

¶ People in areas of high deprivation (63%*)  

¶ Samoan people (83%*)  

¶ Cook Island Maaori people (69%*)  
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¶ Tongan people (75%*)  

¶ óOtherô Pacific people (70%) 

¶ People with diabetes (81%*)  

¶ People who were obese (66%*)  

 

And less prevalent among: 

¶ People in areas of low deprivation (44%*)  

¶ 16-24 year old males (43%*)  

 

There were insufficient Maaori using local marae to comment on differences 

across groups. 

 

Comparison with support to eat healthily 

The table which follows indicates that children, workplace colleagues and 

employers tended to be more supportive of physical activity than healthy 

eating.  The converse applied for other adults in the household and doctors, 

who were more supportive of healthy eating.  Although there have been 

several increases in the percentages who find other people supportive between 

the pre-campaign and post-campaign surveys, these trends have remained. 

 

 

Table 33:  Sources of support for healthy eating and physical activity   

SOURCES OF SUPPORT  FOR HEALTHY EATING 
AND PHYSICAL ACTIVITY 

EAT 
HEALTHILY 

BE PHYSICALLY 
ACTIVE 

Pre 
campaign 

Post 
campaign 

Pre 
campaign 

Post 
campaign 

    

% % % % 

Other adults in your household 70 73ƶ 60 60 

Children in your household* 54 55 65 64 

Your wider family/ whaanau and close friends 54 59ƶƶ 54 58ƶƶ 

Your employer** 34 33 39 48ƶƶ 

People you work with*** 41 43 48 52ƶƶ 

People at your church or place of worship**** 54 55 60 62 

People at your marae in Counties Manukau*****  53  49 

Doctor/medical centre staff 56 60ƶƶ 50 55ƶƶ 

* This is only asked of those who are responsible for their children 
** The base excludes people who were not in employment or who felt the question was not applicable (presumably mostly because they were employers) 
*** This base excludes people who were not in employment 
**** This is only asked of those who regularly attended church or a place of worship 
***** This is only asked of Maaori who have a marae in the region which they attend 
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DISCUSSION  

Further evidence of possible campaign impacts on 

support given to others  

The increase in reported support from several sources was consistent with that 

reported for support for healthy eating.  It provides further evid ence of the 

campaign possibly having created an environment in which people feel more 

inclined to support and encourage others to adopt more healthy practices.  

 

 

  


































































































































































